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OF TWO GREAT HOSPITALS in this 
region may cease in 1961, we note in the daily 
newspapers. The Denver General and Colo- 
rado General Hospitals may go their separate 
ways and end an era of cooperation in training 
medical students and young 
physicians, staffing the in- 
stitutions, and in patient 
care. Varied opinions and 
mixed emotions are noted 
among our colleagues, many of whom have 
devoted hundreds of hours to both institu- 
tions over 30 years, more or less. In general, 
they are not surprised. Some “felt it coming 
on”; others “don’t see how the fission could 
have been avoided”; a few believe it will be 
best for both, while a number predict mis- 
fortune for each. Those who are optimistic 
and less disturbed believe the hospitals will 
each give way a bit from their present im- 
passe, sign a new agreement, and carry on 
very much as though nothing had happened, 
training and treatment essentially unruffled. 

Tradition and affection for these hospitals 
are deeply rooted among many of us in the 
Rocky Mountain area. Distinguished physi- 
cians and surgeons have manned the services. 
They were the family doctors, the able sur- 
geons, the teachers who imparted dignity to 
the medical profession and its general hos- 
pitals during several decades. It was they 
who brought today’s citizens into the world, 
saved their lives, preserved their health, and 
sired many sons who caught the torch and 
followed in their footsteps. The old guard 
sought the staff appointments to uphold our 
profession’s tradition of service to all regard- 
less of ability to pay. They toiled as good 
citizens, teachers, and benefactors. 

With the great growth in the West, the 
scene necessarily changed. Communities have 
grown faster than their hospitals. More beds, 
more wings, more doctors and help in every 
department became mandatory. Time and 
energy of medical men began to bend under 
the stress of private practice, decentraliza- 
tion of offices, specialization and unavoidable 
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concentration of work in fewer hospitals. 
State and county hospitals have done the 
only thing they could do—employ a gradual- 
ly increasing number of full-time staff and 
faculty members. The volunteer faculty in- 
evitably came to be less essential, their lec- 
tures and calls for consultation fewer and to 
the vanishing point. Not needed—perhaps; 
not wanted—definitely! Whose loss? This is 
a matter of speculation, but one might name 
the students, the patients, and younger fac- 
ulty members as most likely and unsuspect- 
ing victims. 

In metropolitan areas where there is a 
medical school, medical men seem gradually 
to find themselves in one of two camps: those 
who are “in” and those who are “out” of the 
university. Thus, our experience is not rare. 


’ Perhaps the trend is an evil encumbent upon 


growth; possibly divorce of major general 
hospitals is a disguised blessing—if it could 
lead to healthy competition to make each one 
the place most likely to succeed, the place 
where every one of us would prefer to be 
taken when himself an accident victim. Some 
of us are forever indebted to the busiest emer- 
gency room in the territory for saving the 
lives of our loved ones during a critical hour. 
When every intern and resident and each 
staff member vows that his shall be the best 
hospital there is for every patient who enters 
—then the confidence of the citizens and 
their elected representatives will be won. 
Student and undergraduate training pro- 
grams will thrive, and that hospital will at- 
tain singular success in the only enterprise 
which in the final analysis justifies its exist- 
ence—patient care. This we wish for our hos- 
pitals, and everything else is secondary. Pos- 
sibly cleaning the slate and starting over will 
permit newer and more effective utilization 
of talent, experience, and research in the 
future. The doors can never be closed upon 
progress, and new avenues of cooperation 
will be explored by members of a profession 
whose sole purpose is service to its fellow 


men. 
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(We felt that the following statement by 
the Pharmaceutical Manufacturers Associa- 
tion deserved widespread publicity.—Editor) 


W.. MEMBERS Of the Pharmaceutical Man- 
ufacturers Association, recognizing our re- 
sponsibilities and obligations to promote the 
public welfare and to maintain honorable, 
fair, and friendly relations with the medical 
profession, with associat- 

Ethical Drug ed sciences, and with the 
; public, do pledge our- 
Promotion* selves to the following 
statement of principles: 

1. Prompt, complete, conservative and ac- 
curate information concerning therapeutic 
agents shall be made available to the medical 
profession. 

2. Any statement involved in product pro- 
motional communications must be supported 
by adequate and acceptable scientific evi- 
dence. Claims must not be stronger than such 
evidence warrants. Every effort must be 
made to avoid ambiguity and implied en- 
dorsements. Whenever market, statistical or 
background information or references to un- 
published literature or observations are used 
in promotional literature, the source must be 
available to the physician upon request. 

3. Quotations from the medical literature 
or from the personal communications of clin- 
ical investigators in promotional communica- 
tions must not change or distort the true 
meaning of the author. 

4. If it is necessary to include compari- 
sons of drugs in promotional communications, 
such comparisons must be used only when 
they are constructive to the physician and 
made on a sound professional and factual 
basis. Trademarks are private property that 
can be used legally only by or with the con- 
sent of owners of trademarks. 

5. The release to the lay public of infor- 
mation on the clinical use of a new drug or 
of a new use of an established drug prior to 
adequate clinical acceptance and presenta- 
tion to the medical profession is not in the 
best interests of the medical profession or the 
layman. 

6. All medical claims and assertions con- 


*A statement of principles adopted by the Pharmaceutical 
Manufacturers Association Board of Directors on May 24, 1958. 
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tained in promotional communications should 
have medical review prior to their release. 

7. Any violation of these principles 
brought to the attention of the President of 
the Pharmaceutical Manufacturers Associa- 
tion shall be referred by him to the Board of 
Directors. 


Wires “the time has come to speak of many 
things” in the wide-scope endeavor to imple- 
ment a new and modern program in mental 
health for Colorado or any other state, we 
stand in danger of becoming lost among the 
cabbages and kings, 
Mental Health— unless we take fre- 
The Role of the quent readings of 
our position. Toward 
this end, it is mean- 
ingful to refer again to the basic aim of re- 
organizing the program—that of reversing 
the formerly irreversible progress of the 
mentally ill patient to overcrowded custodial 
hospitals which are too often handicapped in 
providing dynamic, remedial psychiatric care. 
We have outlined three major zones of 
defense against mental] illness.* By way of 
recapitulation, the first and therefore more 
immediate and potentially effective zone lies 
in the resources of the patient’s own com- 
munity. The second zone includes the special- 
ized psychiatric facilities such as intensive 
treatment hospitals, out-patient evaluation 
and treatment facilities attached to medical 
centers, district-centered nursing homes for 
the aged, day and night hospitals, halfway 
houses, and a variety of other services. These 
are the special resources to which the com- 
munity should be able to turn with freedom 
and frequency for definitive help. The third 
zone, under this new plan, continues to be 
the long-term treatment hospital, which will 
be smaller than previously and therefore 
better equipped to provide effective care. In 
the future, it is hoped, the flood of patients 
entering this hospital, and the trickle who 
return to the community will be equalized to 
a steady, two-way flow less costly in both 
money and human resources. 
In the construction of new facilities and 
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the reorganization of existing ones, the sec- 
ond and third zones are receiving active at- 
tention at the present time. It is toward the 
first zone, the community, where both the 
fungus of destructive mental illness and the 
seeds of reconstructive recovery thrive, that 
we must now focus the emphasis on reor- 
ganization. The major requirements for an 
efficient mental health program are that we 
organize latent professional and social re- 
sources “back home” in the individual com- 
munity; and that we develop four-lane, multi- 
directional highways of referral and com- 
munication across all three major zones of 
defense. In final analysis, no matter how 
superior the master plan or the dedication 
of psychiatric and lay leaders at a state level, 
the strength of the mental health program, 
like that of any chain, abides in the forging 
of its individual links—at the community 
level. 

Today the impetus of mental health re- 
organization lies less with a plan, a hospital 
bed, or a dollar than with a man. That man 
is the general physician, whose medical prac- 
tice, interpersonal relationships, and identifi- 
cation with the grassroots of his locality 
eminently qualify him for professional-social 
leadership in this endeavor. In this age of 
specialization, it is the general physician who 
most often becomes a “family doctor” to his 
patients, who deals in what I choose to term 
“person illness,” as distinguished from “or- 
gan illness.” It is he, who by the very nature 
of his motivation and specialty, forms the 
strongest communicative relationships with 
his patients, and who maintains a clear con- 
cept of the multiple causation of disease. 
The social, emotional, environmental, physio- 
logic, and organic aspects of illness are con- 
centric circles that ring his understanding, 
diagnosis, and prescription of treatment for 
each patient. It is, then, in his office that the 
first symptoms of mental illness are most 
frequently observed, and the predisposing 
circumstances for such illness are most freely 
confided. His role in the first part of the 
Mental Health Triad — prevention —is thus 
automatically established. 

The key function in the second part of the 
triad—evaluation—also most often accrues 
to the “family doctor.” He is asked, “What 
do we do?” about the family relationship 
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problems which may be producing psycho- 
somatic illness in one parent, alcoholism in 
the other, and delinquency, learning in- 
hibitions, or nervous tics in the children. 
He is also in a position to recognize the po- 
tential resources which can be developed into 
referral sources, treatment facilities, and con- 
crete answers to his worried patients. He 
can then take the role of social therapist at 
the level of the second part of the Mental 
Health Triad, evaluation, and can channel 
patients to proper treatment resources, where 
the third aim of the triad—management with 
modification—is to be achieved. With more 
adequate compensation of physicians through 
modern health insurance plans, there are few 
remaining barriers to a smooth integration 
of mental health care with general medical 
practice. 

In almost every community, and certainly 
in every section of the state, there are re- 
sources which can emulate and sometimes 
improve upon the role of a community mental 
hospital. Psychiatric units in general hos- 


' pitals are perhaps the most effective and 


rewarding, particularly when an out-patient 
mental hygiene clinic is attached. Among the 
rewards of such an organization are the fol- 
lowing: (1) Immediate treatment of acute 
outbreaks of mental illness, including poten- 
tial suicides, and prompt and unhampered 
management of alcoholic patients; (2) thera- 
peutic help through the out-patient clinic for 
individuals able to continue functioning in 
the community, and “follow-up” for dis- 
charged hospital patients; (3) prevention of 
the isolation of the psychiatric patient, and 
the maintenance of his “life-lines” to the 
community; (4) re-unification of the psychi- 
atric specialty with general medicine, which 
results in increased communication, and 
greater accessibility of psychiatric consulta- 
tion for medical problems; and (5) increased 
understanding and acceptance of mental ill- 
ness by hospital personnel, general medical 
patients, and the community. 

In the planning of any treatment program 
for the mentally ill patient, it is crucial to 
remember that to provide him with feelings 
of continued usefulness (upon which much 
of his self-esteem depends) is to invoke one 
of the strongest possible therapeutic agents. 
Too frequently when patients decompensate 
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into a neurotic or psychotic adjustment, they 
give up their “life-lines” to meaningful rela- 
tionships and environmental participation; 
they relinquish their feeling of usefulness, 
and thus their motivation to adjust or even 
to live. This phenomenon, often conspicuous 
in physicial illness, is even more notable in 
mental illness. This is the core consideration 
in developing means of treating patients 
within their own communities, and the main 
reason for preventing hospitalization from 
being an experience in isolation. 

Meaningful work can be undertaken by 
many mentally ill individuals, even when 
their condition requires full-time hospitaliza- 
tion. By “meaningful work” I most certainly 
do not mean “artsy-craftsy stuff,” but the 
core householding and office work of the hos- 
pital, to which appropriately placed and su- 
pervised patients can contribute a great deal. 
Day-and-night hospital policies relieve the 
monotony of hospitalization for the convales- 
cent patient, and enable him to conquer his 
fear of the later break with the hospital. 
Some patients are able to manage stress- 
graded outside jobs during the day, but are 
not ready for the impact of family relation- 
ships on a 24-hour basis. Work activity in- 
creases self-confidence and sometimes re- 
lieves crushing financial burdens during the 
latter stages of recovery; such programs can 
be arranged by working with mature, com- 
munity-oriented employers. Halfway houses, 
where patients can live outside the hospital 
routine and yet receive environmental guid- 
ance by trained personnel, often enhance the 
effects of long-term psychotherapy and 
“grade” the process of rehabilitation. 

Innumerable variations of psychiatric 
treatment and rehabilitation plans can be 
devised to “it the needs of the individual 
community. First responsibility for such de- 
velopment rests with the local medical so- 
ciety and its members, who in most cases are 
guaranteed the help of an enlightened citi- 
zenry. The mental health story has been told, 
and the advances in psychiatry and general 
medicine duly advertised. Increasing num- 
bers of patients recognize their own emo- 
tional problems or those of family and 
friends, and seek the help they know should 
be available. It is now the responsibility of 
all of us—psychiatrists, general physicians, 
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and other medical specialists alike—to play 
the role which is rightly ours in guarding 
both the mental and the physical health of 
all the citizens of the community. 


Franklin G. Ebaugh, M.D. 


I. MAY BE A LONG TIME before a patient with 
a prescription gets around to taking the med- 
ication. The reason—mail-order prescription 
schemes, now being promoted across the na- 
tion and centering publicity on cut-rate 
prices. Instead of taking his 
prescription to his pharma- 
cist, the patient drops it in 
the mail to one of these 
operations. From seven to 
ten days later, the filled prescription comes 
back, perhaps too late to do its intended job. 

Prescriptions for narcotics the mail-order 
houses refuse to dispense. Others are refused 
for their own convenience, especially pre- 
scriptions which require compounding. Be- 
cause these depots operate on an impersonal 
assemblyline basis in a jurisdiction where 
only the supervision, rather than the actual 
dispensing, by pharmacists is required, the 
danger of errors is increased. Such schemes 
make it convenient for practitioners, unau- 
thorized to prescribe in their own states, to 
write prescriptions that will be filled by dis- 
tant operations. It is virtually impossible to 
check the source or to offer professional ad- 
vice to the patient when he receives his medi- 
cation. The greatest opportunity for mail- 
order promotion has been the geriatric mar- 
ket, where public attention has been mostly 
concentrated in recent months. 

That these mail-order prescription 
schemes are a menace to public health was 
emphasized by Dr. George M. Fister, a mem- 
ber of the American Medical Association 
Board of Trustees, in an address to the recent 
meeting of the American Pharmaceutical As- 
sociation House of Delegates. Physicians, he 
noted, can warn their patients of the flaws 
in these mail-order operations. “The personal 
touch is still essential,” he said. America’s 
high standard of medical care was “founded 
on this firm foundation of personal service, 
and we would be foolish indeed not to pre- 
serve it.” 


Mail-Order 
Rx Schemes 
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Life, liberty, and the pursuit of 
happiness are the inalienable 

rights of all, including our oldsters. 
Enforced retirement during the 
productive years after 60 

plus governmental socialized medicine 
will stifle the “pursuit,” 

rob the oldsters of their happiness, 
and deprive the rest of us 


of the fruits of their labor. 


THE FEDERAL GOVERNMENT has directed the 
Department of Health, Education and Wel- 
fare to convene a White House Conference on 
Aging in January, 1961. A special staff on 
aging has been set up. A group of some 120 
citizens from the various walks of life, in- 
dustry, labor, education, the professions, so- 
cial groups and distinguished, private citizens 
met in Washington last June to initiate activi- 
ties at the state level. In this group of 120 
there are about a dozen doctors of medicine. 
Funds have been appropriated up to $15,000 
for each state from the federal grant and it 
is expected that the states will contribute an 
equal sum to carry on the studies required 
at the local level. 

The medical profession has a primary ob- 
ligation and, indeed, a unique opportunity to 


*Presented at the Rocky Mountain Medical Conference, Den- 
ver, Sept. 11, 1959. 
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Medicine’s stake 
in our older population’ 


Edward L. Bortz, M.D., Philadelphia, Pa. 


play a leading role in the search for better 
understanding of the many new, unsolved 
difficulties which have arisen simply because 
there suddenly has appeared a large number 
of older men and women. It is commonly 
known there are deep dissatisfactions and 
fears in the hearts and minds of millions of 
unhappy aging fellow citizens. Their future 


’ years are often darkened by uncertainty. This 


is largely the result of totally outmoded 
mores of a culture, a way of life, which the 
communities of our nation evolved half a 
century ago. The attitudes, including terms 
for employment, housing and social relation- 
ships, which developed soon after the turn 
of the century, were satisfactory when the 
older individuals were relatively unimportant 
because there were so few of them. 


Many people are living longer 


The control of disease and the increasing 
efficiency of the scientific methods have in- 
creased the chance of survival. Accordingly, 
many people are living longer. Some of these 
may be considered as medicated survivors, 
that is, those whose physical existence can 
now be continued although their personali- 
ties, their individualities, have disintegrated. 

In the second scene of the first act of 
Shakespeare’s “Julius Caesar,” in the dialogue 
between Brutus and Cassius, the latter re- 
marks, “Men at some time are masters of 
their fates: the fault, Dear Brutus, is not in 
our stars, but in ourselves, that we are under- 
lings.” There is another quotation with a 
similar idea from Act 1, Scene 1 of “All’s Well 
That Ends Well,” a line which Paul White 
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enjoys quoting, “Our remedies oft in our- 
selves do lie which we ascribe to heaven.” 

In the rapidly changing physical world 
with travel speeds exceeding the rate of 
sound and channels of communication be- 
tween distant lands shrinking to minutes, the 
traditional habits of living and thinking are 
in need of drastic revision. It is becoming 
possible to greatly modify the external en- 
vironment in terms of housing, air-condition- 
ing, local transportation, sanitation and, in- 
deed, one might include educational and com- 
munity activities as well as the gadgets for 
making the existence in the home more in- 
teresting. Probing still further, it is becoming 
more and more possible to control the inter- 
nal environment of body systems and tissues. 
In essence, this is what is taking place at a 
rather crude level by the use of diet, hor- 
mones, drugs and patterns of physical activ- 
ity to increase human stamina. 


“Back to Methuselah” 


Consideration of the external and internal 
environments of the individual offers an ap- 
proach to an evaluation of his performance 
potentials. In my opinion, this represents the 
top priority for research in our quest for 
better control of the common diseases and 
deteriorations which are the major threats to 
man’s continued existence. This represents 
the challenge of medical science. 

In George Bernard Shaw’s “Back to Me- 
thuselah” he makes the current observation, 
“modern man is not God’s last creation.” In 
other words, we, ourselves, are subjects of 
experiment on the part of nature. The vast 
amount of research that has been carried on 
in plant and animal husbandry has produced 
a remarkable number of new kinds of flow- 
ers, fruit, vegetables, chickens, hogs and 
cattle. In the practice of medicine the physi- 
cal momentum of living processes can be 
dramatically altered by using hormones to 
correct deviations of pituitary, thyroid, adre- 
nal or gonadal function. Animal experiments 
on longevity, carried on by McCay and others, 
has markedly extended life expectancy with 
preservation of function and fertility far into 
the age period earlier regarded as the senile 
portion. Each of us study our own reactions 
and performance under varying conditions of 
diet and exercise. The clinical research pro- 
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gram now being carried on in The Lankenau 
Hospital in Philadelphia is engaged in meas- 
uring performance under various kinds of 
diet, exercise, temperature, humidity and 
other variables in different age groups. The 
point we wish to emphasize is that, through 
the disclosures of science and the refined 
technics now readily available, the biologists 
and those engaged in the practice of medicine 
are discovering ways and means of protect- 
ing the physical and mental vitality of indi- 
viduals far beyond the biblical three score 
and ten prediction. The impact of huge num- 
bers of elderly citizens in the population has 
created new and vexing problems of socio- 
logic, economic and political significance. 
These are the result of the knowledge that 
science has discovered in studies and experi- 
ments in the fascinating and ever-changing 
phenomenon of biological living. Preceding 
any other phenomenon of existence and aging, 
the first original condition is the existence 
of a physical growing body. The evolution of 
this structure, the way it is nourished and 
how it develops is capable of alteration. Rec- 
ognition of this fact should help immeasur- 
ably in keeping us oriented. 

Those engaged in the health professions 
have an almost limitless opportunity in in- 
fluencing the direction, quality of growth 
and development of our expanding popula- 
tion. As the diseases which interfere with 
man’s progress are brought under control, it 
has already been demonstrated that man is 
capable of living much longer. Within two 
decades some 25 million of our population 
will be 65 years of age and beyond. Whether 
or not this group will be a burden or an asset 
will be determined by the manner in which 
society formulates ways and means to en- 
courage optimum health practices. 


Handwriting on the wall 


To follow theories and recommendations 
that those attaining 65 should look to the 
government for services which they should 
furnish for themselves might well result in 
bankruptcy of our nation’s fiscal policy. This 
is true because the cost of services they, 
themselves, can provide could become an 
avalanche. It is of the greatest importance 
that national leaders who are in positions of 
influence and prominence should read the 


Rocky Mountain MEpIcaL JOURNAL 


ha 


mi 
Wi 
pr 
: 
‘a ity 
se 
di 
hi 
be 
4 th 
0) 
n 
4 n 
in 
ii 
wu 

|_| | 


handwriting on the wall, and make the most 
of the glorious opportunity which is facing 
mid-twentieth century man. 

Society stands to gain in every way if it 
will develop a progressive and positive health 
program that will enhance the physical vital- 
ity and promote the mental health of our 
senior citizens. With automation rapidly re- 
ducing physical drain on the working man, 
his strength can be conserved, for there will 
be less physical wear and tear. There appears 
the opportunity for preserving body and 
mind against premature breakdown. 

A heaithy individual may be regarded as 
one who is enjoying a state of physical, 
mental, and social well-being. It is much 
more than absence of disease. It implies an 
interest on the part of the individual himself 
in maintaining a state of constant fitness 
which might be described as dynamic home- 
ostasis; a happy and invigorating sensation 
which equips an individual to carry on his 
daily activities with a minimum of drain on 
his resources. The point I want to emphasize 


is the fundamental responsibility of the indi- ~ 


vidual for his own destiny. As such, health 
cannot be purchased. No doctor nor hospital 
can confer on an individual a state of healthy 
well-being. Positive health is not primarily 
a problem for the medical profession, nurses, 
and hospitals. Flabby bodies, dull minds, 
frustrations and personal incompatibilities 
often result in physical ineffectiveness and 
mental complexes which drive individuals 
into doctors’ offices. The increasing complex- 
ity of modern society has been blamed for 
the marked increased in emotional and nerv- 
ous disturbances. Certainly these troubles, 
as presented by unhappy and discontented 
patients, make up a large amount of the 
physician’s daily work. As people attain the 
later stages of life, the inclination to with- 
draw from work, social contacts and prac- 
tices which meant so much in earlier years 
tends to bring about an isolation which may 
eliminate supports that are essential for the 
enjoyment of life. The social bonds estab- 
lished with fellow workers on the job, with 
friends, with social groups and other contacts 
are of basic importance in the later, mature 
years. The elder isolate is likely to be a for- 
lorn, unhappy individual. At occasional inter- 
vals we all want to be alone. However, the 
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sustaining forces which surround one in his 
early, formative years and which are in- 
creased and solidified through the middle 
years are more than ever a necessity as one 
approaches the later, mature period of one’s 
life journey. The loss of personal contacts 
with the family, co-workers and friends may 
invite not only mental but physical deteriora- 
tion. 


Health examinations 


The custom of health examinations at 
periodic intervals for groups of executives is 
being utilized by more and more of the large 
corporations and industrial concerns. The 
theory behind this is that from the cold 
dollar and cents approach alone it is exceed- 
ingly costly to train a man by experience 
over a number of years for a top position, 
only to have him become a victim of a coro- 
nary occlusion or a stroke in the mid-fifties 
of his life. There are a number of warning 
signs which, when properly evaluated, may 
lessen the liability of an individual as a can- 
didate for a catastrophic vascular accident 
such as an occlusion of a cerebral or coronary 
artery. 

Overweight, hypertension, long continued 
excess fat in the blood stream, flabby muscles 
and pendulous portions resulting from physi- 
cal inactivity, prolonged exhaustion—these 
are commonly accepted signs of an unsatis- 
factory state of body health. There are in- 
numerable nuisance disorders, first of a func- 
tional kind, which later may result in or- 
ganic lesions in the circulatory, digestive, 
biliary tract or nervous systems. The curious 
fact is that, as a nation, we have been rela- 
tively insensitive to the importance of health 
maintenance as a national asset. The experts 
quibble over minutiae of the cholesterol prob- 
lem, yet all readily admit that overweight 
and high fat concentration in the blood 
stream with hypertension and sluggish func- 
tion lead to disaster. 


Research 


Medical science has advanced so rapidly 
that the faculties in our 85 schools of medi- 
cine are striving to attain a teaching program 
which will include the major basic essentials 
bearing on health and the control of diseases. 
There is increasing awareness of preserving 
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a healthy balance in the daily routine of our 
patients. This interest takes on added im- 
portance as people are being given the op- 
portunity of longer life. 

A new approach is indicated. The philoso- 
phy of the practice of medicine is undergoing 
a most invigorating and exciting transforma- 
tion. The time has come when, in addition 
to the miracles of curative medicine which 
are taking place daily within hospital walls 
throughout the nation, the encouragement of 
positive health practices, directed towards 
improving physical and mental well-being 
and lessening the tendency of disease and 
deterioration, is becoming a part of the busy 
practitioner’s daily activity. 

There is a need for the doctors of this 
nation to take a new and more realistic point 
of view concerning the value of senior citi- 
zens in the life of our nation. There needs 
to be a more favorable attitude taken towards 
them so that they may be encouraged in self- 
development and self-expression. Physicians 
should assist individuals who are anticipat- 
ing retirement to be ready for their altered 
status. Planning for the second career, for 
the added years which should be healthy, 
may be part of the counsel the physician may 
furnish his aging client. It is noteworthy that 
leadership at the local, state and national 
levels in the fields of health, happiness and 
living successfully as older members of so- 
ciety is being demonstrated by others than 
the medical profession. The one group that 
has the greatest opportunity to bring about 
a more vigorous, a more meaningful mature 
existence for aging men and women is the 
medical profession. It is heartening to note 
the increase in the activities of the American 
Geriatrics Society and the members of the 
Gerontological group. Thus far, these or- 
ganizations have been feeling their way. The 
multiplicity of problems has been confusing. 
Caution is essential. Unproved statements 
only add to the confusion. Yet progress is 
being made. The federal government is en- 
couraging various organizations throughout 
the nation who are carrying on research in 
the biologic, sociologic and economic aspects 
of aging. More and more doctors are adding 
their influence and are becoming active par- 
ticipants in this exciting work. 

In the field of education there is hope that 
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the huge disparity between available knowl- 
edge and living customs can be breached. 
If knowledge is power, then the way to bring 
more power into the individual lives of all of 
us is to enlarge and enrich our fund of knowl- 
edge. Providing for the care of the physical 
and mental health of our older citizens of 
the future, of which we ourselves are mem- 
bers, is the responsibility of American medi- 
cine. If, in the coming years, we are to have 
a society in which our older mature citizens 
are a healthy, well integrated, constructively 
active group, we can predict that they will 
make a great contribution to the stability of 
the future of our nation through added knowl- 
edge, understanding and wisdom, the divi- 
dends of healthy added years. We may look 
forward to a society enriched by the influ- 
ence of this dominant group of elderly citi- 
zens. To preserve the incentive for living is, 
we believe, one of the doctor’s chief responsi- 
bilities. This we interpret as leadership of 
the highest quality in the practice of medi- 
cine and in the realm of community life. It 
must be based on serious, careful study and 
thought, but such time consuming self-devel- 
opment on the part of doctors will pay rich 
dividends. 


A blueprint for living 100 healthy years 


If the evidence now available is accumu- 
lated and analyzed with reference to exten- 
sion of the human life span, it can be pre- 
dicted with reasonable certainty that more 
individuals are going to live far beyond the 
biblical promise of three score years and ten. 
Since experiments with lower animals have 
already demonstrated their average life ex- 
pectancy can be doubled, the human life span 
is certainly susceptible of extension. 

With the life span of modern man ap- 
proaching nearer the century milestone, it 
might prove helpful to visualize a timetable, 
as it were, that would emphasize the various 
features of the progressive decades as one 
lives through one period into another. Cer- 
tainly, since science promises added years, 
the advisability for making definite plans for 
utilizing these added years becomes evident. 

On the basis of a round century of living, 
the years of future man might be divided 
into trimesters of 30 years each. In the first 
third, from one to 30 years, an educational 
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program centering on the basic facts of life 
with teaching, in simple terms, of the care of 
the growing body would seem of first im- 
portance. Instruction in basic growth and 
development with explanation of the need 
for human relationships should be included 
in the educational program. In the last part 
of the first trimester, education for the first 
career, as is now the custom, should be a 
major item. 

In the second trimester, from 30 to 60 
years, there would be the establishment of 
a family and entrance into the first career 
which would make the individual and his 
family self-sustaining as is the practice today. 
The principal change which is so necessary 
now in the educational philosophy of the 
nation is the attitude towards the critical 
milestone which appears on the life time- 
table around the age of 60 or 65. Today so- 
ciety, with the approval of government, in- 
dustry, labor and the professional groups, 
writes a man or woman off with the dreaded 
terms of emeritus or retiree. In our program 
here suggested, the retirement period would 
be eliminated where it now stands. It would 
be moved back to the years 85 to 90. Instead 
of removal from the working group of the 
nation, on reaching the summit of the useful 
years from the age 60 to 70, entrance into the 
second career should take place. This should 
be a period of continued growth and develop- 
ment, particularly for increase in knowledge, 
understanding and, let us hope, wisdom, with 
a larger participation in community affairs. 
In this way society could more completely 
utilize the skill and experience of well-adjust- 
ed senior citizens. 


Harvest years, evergreen years 


The years from 60 on should, in reality, 
represent the harvest years, evergreen years. 
Whether this becomes a reality will depend 
upon interaction between the individual, his 
family and the community. If barriers which 
are so evident today are not replaced, the 
later years of life for millions of our fellow 
citizens may be but a prolongation of indi- 
vidual deterioration. We need to exercise 
some creative imagination and face facts. 
There is abundant evidence that more and 
more of our citizens are continuing their pro- 
ductivity and contributions to the general 
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welfare through the eighties and nineties. 
There will be many more of these in the 
future, that is, if the leaders of society, in 
which group we place the doctors of the 
nation, face the issues frankly. 

If retirement is set at 85 or 90 years of 
age, then beyond this milestone would be 
regarded as the twilight years with moderate 
recession. In the evening of life the final let- 
down would be in the nature of things with 
the rhythm of long, vigorous, useful life rep- 
resenting the crowning glory for the indi- 
vidual. At the close of such an existence 
there should be the sense of completion. 
Prestige would be won through individual 
achievement. In essence this, we believe, is 
the philosophy of human life upon which 
our nation with its glorious dream of human 
dignity was founded. In describing the in- 
alienable rights of man, “life, liberty, and the 
pursuit of happiness,” please note that the 
key word for the individual is “pursuit.” 
Note also that there was no mention of se- 


_ curity. The concept closest to the heart of 


every American, the word which represents 
our national philosophy, our hope for the 
future, is freedom. The history of nations 
which have declined and disappeared in the 
past is replete with the softening of the popu- 
lation, and the turning of their minds to the 
search for security. Like happiness, as an 
end in itself it is not likely to be attained 
through the direct approach. The pursuit of 
happiness in its fullest essence implies, we 
believe, a concentrated effort on the part of 
the individual to exercise his best potentials 
as an individual and as a citizen. This philos- 
ophy is being challenged today. 

In the rapidly changing world in which 
we find ourselves with the fabulous promises 
of science for a longer, richer and more com- 
pletely human existence, the medical pro- 
fession is face to face with its greatest chal- 
lenge and its greatest opportunity. In the 
ongoing struggle of man in his search for a 
more satisfying way of life, the practitioner 
of medicine has always been in the forefront. 
Since time began, he has been the father 
confessor for many of his troubled patients. 
In the recent years, the technical complexi- 
ties and demands on the struggling embryo 
physician have been so all-embracing and 
demanding that little attention has been de- 
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voted to the broader, but exceedingly signifi- 
cant, intangibles which, in days far in the 
past, were so much a part of the family 
doctor’s prestige. 

In the practice of geriatric medicine, there 
is a need for a return to the consideration 
of the individual as a living human being. 
Not only the sick heart, the diseased kidney 
or liver, but the patient with the illness and 
the impact of the illness on the family as a 
whole must be evaluated. There is nothing 
new in this suggestion; it is rather a return 
to a philosophy of medical practice that has 


been brushed aside or, shall we say, neglect- 
ed, due to the fervor of search for the chem- 
ical intricacies and fluctuations resulting 
from disease processes. 

In our national cultural reformation, the 
medical profession, by emphasizing positive 
health, will encourage the continued growth 
and development of those who are reaching 
the higher altitudes of long life. By exercise, 
energetic leadership in the elimination of 
sickness, social and economic barriers to 
healthier living, medical science may find its 
richest field. @ 


Sheath replacement in tendon repair* 


Albert E. Hochstrasser, M.D.,, Thomas Ray Broadbent, M.D.., 


Experimental study with Ivalon. 


THE REPAIR OF A TENDON remains a procedure 
often followed by poor results. The majority 
of these failures can be explained as the re- 
sult of specific reparative processes. Under 
normal circumstances, the tendon is embed- 
ded in a layer of areolar tissue which permits 
ample gliding motion and also supplies the 
tendon with capillaries and lymph vessels. 
In areas of angulation of the tendon, tendon 
sheaths as specialized structures are neces- 
sary to provide support and nutritional ex- 
change. The tendon is confined within a 
tunnel of unelastic connective tissue fibers 
which are lined with a smooth synovial mem- 
brane. On the convex side of the tunnel, this 
parietal synovial membrane is reflected upon 
itself and encloses the tendon within the 
lumen of the sheath, functioning as a meso- 
tenon loose enough and elastic enough to 


*Essay given second award in 1958 Regional American College 
of Surgeons Original Resident Research Contest. 

+Dr. Hochstrasser is Resident in Plastic and Reconstructive 
Surgery. From the Department of Plastic and Reconstructive 


Surgery, W. H. Groves Latter-Day Saints Hospital, Salt Lake 
City. 
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allow unhindered longitudinal excursion of 
the tendon. 

Importance of these surrounding struc- 
tures becomes evident in injury to the ten- 
don. Healing of a repaired tendon outside of 
a tendon sheath depends on the fibroblastic 
proliferation of the paratenon. Within a pe- 
riod of about three weeks, the divided por- 
tions of the tendon become united and solid. 
As long as the site of the tendon repair re- 
mains embedded in gliding structures (i.e., 
fat tissue), the mobility of the tendon is not 
unduly impaired. 

Repair of a tendon within a sheath, how- 
ever, will often be unsuccessful. The synovial 
layer on the surface of the tendon as well as 
the synovial lining of the tendon sheath re- 
spond with proliferation, becoming broadly 
attached to each other with obliteration of 
the capillary space between visceral and 
parietal synovial layers. The tendon is thus 
firmly caught in scar tissue and is function- 
less. 

In the past, numerous attempts have been 
made to prevent adhesions by replacing the 
tendon sheath with an artificial gliding sur- 
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face’’*”. In this study, Ivalon* sheaths were 
placed around repaired tendons after the 
original tendon sheaths had been removed. 
It was thought that in comparison to solid or 
sheetlike plastic structures used for sheath 
replacement, Ivalon might be porous enough 
to permit vascularization of the repaired ten- 
don. Furthermore, when wrapped around a 
glass rod and boiled, Ivalon forms readily an 
elastic tube with a smooth inner surface 
which possibly could permit unobstructed 
gliding of a repaired tendon. 


Method and technic 


In order to study the use of Ivalon as an 
artificial tendon sheath, flexor profundus 
tendon repairs were carried out bilaterally 
on 10 mongrel dogs, ranging from 12 to 17 
pounds in weight. Five of these dogs suc- 
cumbed to postoperative inanition, possibly 
due to inactivity, or accidents. 

The arrangement of flexor tendons in the 
dog is quite similar to that in the man’s 
hand’. Each digit is supplied with a profundus 


and sublimis tendon which insert into the — 


distal and proximal phalanx respectively. At 
its insertion, the sublimis tendon is also di- 
vided into two portions, allowing the pro- 
fundus tendon unobstructed passage in the 
midline. At the metacarpophalangeal level, 
both tendons are guided by a firm fibro- 
osseus tunnel which is lined with a tendon 
sheath of about 1.5 cm. in length. 

Following the technic described by Gon- 
zales', the flexor tendons of the second and 
fifth digit were exposed from the mid-palm 
to the proximal phalanx, the fibro-osseus 
tunnel and the tendon sheath removed, and 
the sublimis tendon advanced and resected. 
The profundus tendon was divided within 
the region of the removed tendon sheath. The 
Ivalon sheath was prepared by lightly wrap- 
ping a 1 cm. wide and 0.2 cm. thick strip of 
Ivalon around a glass rod of 0.3 to 0.4 cm. in 
diameter. The Ivalon strip was secured with 
gauze and boiled in water for five minutes 
to make a tubular sheath with a smooth inner 
surface. 

The divided tendon was threaded through 
the Ivalon tube and anastomosed to its cut 
end with 5-0 silk sutures. The Ivalon tube 
was then slipped down over the point of 


*Polymerized polyvinyl. 
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anastomosis. A similar anastomosis, Bunnell 
type, was performed on the contralateral side 
but the resected tendon sheath was not re- 
placed with Ivalon. Complete relaxation of 
the suture lines was obtained with a stainless 
steel suture through the profundus tendon at 
the wrist, at which level the tendon is still 
undivided in its digital components. The fore- 
legs were immobilized in waterproof casts 
for four weeks. 


Results 


The 10 tendon repairs used for analysis in 
this study and 10 controls were examined 
grossly, and with cross and longitudinal mi- 
croscopic sections. All slides were stained 
with hematoxylin eosin. 

All 10 control repairs, where the tendon 
was sutured after the tendon sheath was 
completely removed, were firmly and nor- 
mally united. The site of repair was immo- 
bilized with dense fibrous adhesions, as ex- 
pected, since there was no remaining para- 
tendinous tissue at the level of repair to pre- 
vent the attachment of the tendon to either 
periosteum or dermis. 

In the 10 repairs where the tendon sheath 
had been replaced with Ivalon, no gliding of 
the tendons was found. The tendons were 
adherent to the Ivalon tube, and the Ivalon 
sheath itself was attached to skin and bone 
by heavy scar tissue. In four of the 10 re- 
pairs, the entire space between the united 
tendon and Ivalon sheath was obliterated 
with connective tissue (Fig. 1). In the re- 
maining six cases, the tendon ends were 
separated and attached to the Ivalon sheath 
at its ends. In the central portion of the tube, 


Fig. 1. The united tendon is firmly attached to the 


Ivalon sheath (arrow) and the sheath filled with 
fibrous tissue. 
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the distal thirds of the Ivalon tube. The ends of 
the tendon are blunt and adherent to the Ivalon 
sheath. 


Fig. 3. Longitudinal section of unsheathed tendon 
repair (control repair). The tendon ends are united 
with fibrous tissue, and broadly adherent to the 
surrounding soft tissue. 


Fig. 4. Cross section of a tendon within the central 
portion of an Ivalon sheath. The tendon is par- 
tially necrotic. There is no ingrowth of connective 
tissue or vascular buds through the Ivalon sheath. 
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Fig. 5. The Ivalon sheath (black crystalline struc- 
ture) is completely penetrated by fibrous tissue 
which forms broad adhesions to the surface of the 
tendon. 


connective tissue was absent and the ends of 
the retracted unhealed tendons were rounded 
and blunt (Fig. 2). 

On microscopic examination, the control 
repairs showed fibrous union of the tendons 
and massive proliferation of connective tis- 
sue to the surrounding structures (Fig. 3). 

In the tendons with separation of the 
repair and adherence to the Ivalon sheath, 
the free ends of the tendon were in some 
instances necrotic and in others devoid of 
connective tissue proliferation or vascular 
budding to supply the tendon repair (Fig. 4). 

The porous Ivalon sheaths were penetrat- 
ed by an ingrowth of fibrous tissue which 
was particularly pronounced towards the 
ends of the Ivalon tube. In these areas, the 
connective tissue fibers were broadly attached 
to the surface of the tendon (Fig. 5). 

In repairs where the tendons were united 
and adherent to the Ivalon sheaths, the con- 
nective tissue had completely penetrated the 
mesh of the Ivalon sheath with obliteration 
of the space between tendon and sheath. 


Summary 


The patho-physiology of tendon injury 
and repair is outlined. In 10 controlled ex- 
periments with dogs, flexor tendon repairs 
were performed and the tendon sheaths re- 
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placed with Ivalon tubes. This investigation 
was designed to establish the feasibility of 
vascularization of a repaired tendon with a 
porous sheath substitute (Ivalon) and to de- 
termine the effectiveness of the Ivalon sheath 
as a structure that would allow gliding mo- 
tion. 

All 10 control repairs united solidly, but 
with dense adhesions. Six of the 10 repairs 
with Ivalon as an artificial tendon sheath 
resulted in nonunion of the tendon, and the 
retracted tendon ends were firmly adherent 
to the ends of the Ivalon sheath. In four of 
the 10 repairs with Ivalon sheaths, union of 
the tendon resulted, but with intense fibrotic 
attachment along the entire Ivalon tube. 

Microscopic sections showed penetration 
of the Ivalon sheaths by connective tissue 
with the formation of fibrous adhesions to 
the tendon within. Frequent nonunion of the 


tendon repair within Ivalon sheaths was ap- 
parently caused by inadequate blood supply 
due to insufficient or retarded ingrowth of 
vascular buds through the sheath. In no in- 
stance did the Ivalon sheath provide a gliding 
surface for a repaired tendon. * 
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Intravenous hydroxyzine 
for postoperative nausea and vomiting 


Interesting observations on 
parenteral control of the 


frequent postoperative nuisance! 


ORAL DOSES OF MECLIZINE HYDROCHLORIDE (Bon- 
amine) alone or in conjunction with pyri- 
doxine, provide protection from nausea and 
vomiting during and after anesthesia’*. We 
have used this drug routinely as preoperative 
medication for three years with gratifying 
results. It can be administered only orally, 
limiting its use to patients where time and 
conditions permit oral medication. Introduc- 


*Pfizer Laboratories, Brooklyn, N. Y. 
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tion of a chemically and pharmacologically 
similar agent in parenteral form therefore 
led us to investigate its efficiency when used 
intravenously immediately prior to surgery. 

Vistaril Parenteral Solution* is a solution 
of hydroxyzine hydrochloride in water for 
injection U.S.P. It has been released for in- 
vestigation in strengths of 25 mgm. and 50 
mgm. per c.c. and contains 0.9 per cent benzyl 
alcohol as a preservative. Its chemical re- 
semblance to meclizine can be seen in the 
strutural formulae. Since hydroxyzine has 
antihistaminic*, ataractic*®, spasmolytic, and 
anti-emetic properties’, its actions are similar 
to those of promethazine (Phenergan), de- 
spite its chemical similarity to meclizine. 
Unfortunately, the usefulness of prometha- 
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zine in preoperative medication is limited by 
its tendency to cause hypotension. Hydroxy- 
zine, on the other hand, has practically no 
effect on blood pressure’, and has the ad- 
vantage of reducing the incidence of cardiac 
arrhythmia*. On rare occasions, parenteral 
hydroxyzine, when administered intramuscu- 
larly, produces marked local discomfort, 
swelling, or sterile abscess formation. The 
work of Duncan and Jarvis’:’® demonstrat- 
ing the histolytic properties of similar con- 
centrations of benzyl alcohol (in this case 
used as a preservative in oily anesthetic solu- 
tions) leads us to believe that this phenome- 
non is probably due to the preservative, 
rather than to hydroxyzine per se. Since 
hydroxyzine parenteral is not obtainable 
without the preservative, and in. order to 
facilitate observation of the effects of the 
drug, slow intravenous injection was utilized 
in this study. 


The method 


Patients who were to receive an intra- 
venous infusion in conjunction with the ad- 
ministration of an anesthetic were used as 
the subjects for this study. One hundred 
patients were used in the study and selection 
was random, except for the fact that it is 
unusual to induce anesthesia in children with 
intravenous agents on this service. 

Premedication consisted of barbiturates 
by mouth the night before surgery and pre- 
operatively, followed by appropriate doses of 
meperdine (Demerol) or morphine sulfate 
and scopolomine intramuscularly one and 
one-half hours preoperatively. 

After the patient had been placed on the 
operating table and pulse, respiratory rate, 
and blood pressure had been recorded, 100 
mgm. of hydroxyzine parenteral solution was 
injected intravenously, taking 10 to 15 sec- 
onds for the injection. The patient was then 
observed for a five-minute period, after which 
anesthesia was begun. In most cases, the 
needle used for injection of hydroxyzine was 
also used for subsequent infusions and drugs. 
Where anticipation of awkward surgical po- 
sition or prolonged postoperative infusions 
made it seem desirable, a device permitting 
placement of a polyethylene catheter in a 
vein without resort to cut-down (Deseret 
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Intracath) was utilized, but the technic re- 
mained essentially unchanged. 

In all cases where their use was deemed 
advisable, electronic monitoring devices were 
used to supplement the usual physical meth- 
ods of determining the condition of the 
patient. Postoperatively, the patients were 
closely observed in the recovery room until 
fully recovered from anesthesia and both the 
patient and his clinical record were followed 
by the anesthetist for a period ranging from 
one day to three months. The site of injection 
(which had been recorded preoperatively) 
was checked for evidence of local inflamma- 
tion and postoperative vomiting was noted. 
Retching, not productive of vomitus, was 
recorded as “emesis,” but nausea (a purely 
subjective phenomenon and subject to varia- 
tions in memory and personality) was not 
recorded. Table 1 shows the distribution in 
regard to age groups, type of surgery, and 
type of anesthetic. 


Results 


Of 100 patients who received 100 mgm. of 
hydroxyzine intravenously immediately be- 
fore induction of anesthesia, seven exhibited 
retching and/or vomiting during the im- 


TABLE 1 
Distribution of cases by age, operation, 
and anesthetic 
(100 cases) 


Distribution by age: 
Youngest patient ............................< 9 years 
87 years 
75 per cent cf patients were between 25 
and 70 years of age. 


Distribution by type of surgery: 


Thoracic 


Neuro- Ortho- (& Cardio- Miscel- 
surgical pedic vascular) Abdominal laneous 
30 20 7 25 18 


Distribution by principal anesthetic 
administered (relaxants not tabulated): 


Meperidine, nitrous oxide (with or 


without thiopental) 40 
Pentothal, nitrous oxide ...............0........ 9 
40 
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mediate postoperative period. The ataractic 
properties of the drug could not be accurately 
assessed in this study, since all patients had 
already received adequate preoperative med- 
ication; however, it was noted that the state 
of consciousness remained essentially un- 
changed. Despite the fact that the series in- 
cluded a disproportionately large number of 
neurosurgical procedures (Table 1), no sig- 
nificant cardiac arrhythmia was observed. 

Twenty-seven patients displayed an inter- 
esting phenomenon varying from a simple 
clearing of the throat to a violent bout of 
coughing immediately following injection; in 
most cases, this phenomenon was transitory, 
mild, and self-limiting, but in one case it was 
of sufficient violence to cause us to discon- 
tinue injection after 50 mgm. had been ad- 
ministered. In another case, moderate laryn- 
gospasm on induction of anesthesia followed; 
this may or may not have been associated 
with the laryngeal stimulation caused by 
hydroxyzine injection. Two patients suffered 
from a mild, transient, postoperative phlebitis 
at the site of injection. One patient, who 
showed no signs of phlebitis in the immediate 
period following surgery, was seen three 
months postoperatively and found to have 
sclerosis of the vein which had been used 
at his initial surgery. However, this patient 
had a polyethylene catheter in place in the 
vein for five days postoperatively. 


Discussion 


From our clinical experience and a re- 
view of the literature, it is evident that the 


TABLE 2 
Results in 100 patients treated preopera- 
tively with intravenous hydroxyzine 
(vistaril parenteral) 


No. of Postoperative Side actions and 


patients emesis complications 
100 7 Cough on injection............ 27 
Generalized flush on 


Substernal burning 

sensation (heartburn)... 1 
Sclerosis of injected vein 1 
Pain on injection (over 

course of injected vein) 1 
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prophylactic use of antiemetics reduces the 
incidence of postoperative nausea and vomit- 
ing. Waters’ study, covering 1,000 anesthetics, 
and carried out without the use of antiemet- 
ics':*, would lead us to expect an incidence 
of nausea and/or vomiting of 23 per cent with 
nitrous oxide-thiopental, 35 per cent with 
cyclopropane, and 57 per cent with ether. 
Even after making allowances for the fact 
that our series included only vomiting, it is 
obvious that hydroxyzine had a favorable 
effect. According to the results of Albertson, 
et al.', the incidence of postoperative vomit- 
ing following the use of meclizine (Bona- 
mine) preoperatively is 18.5 per cent. Kin- 
ney”, who did not separate vomiting per se 
from “nausea and vomiting,” observed an 
incidence of 23.7 per cent nausea and/or 
vomiting following the use of meclizine pre- 
operatively. 

It is concluded that parenteral hydroxy- 
zine is superior to meclizine in the prophy- 
laxis of postoperative vomiting. 


Summary 


Hydroxyzine hydrochloride (Vistaril pa- 
renteral) was administered intravenously to 
100 patients in conjunction with anesthesia 
and surgery. The incidence of postoperative 
vomiting was 7 per cent, versus an expected 
incidence of 23 to 57 per cent without any 
antiemetic or 18.5 per cent with meclizine. 
The most constant and annoying side effect 
encountered was coughing immediately fol- 
lowing injection, which occurred in 27 per 
cent of cases. 

No patient in this series demonstrated any 
significant cardiac arrhythmia in the course 
of anesthesia or surgery — a phenomenon 
worthy of further study. No patient exhibited 
any depression of blood pressure attributable 
to the drug. It is concluded that hydroxyzine 
exerts an antiemetic effect on the surgical 
patient which is superior to that of meclizine, 
as well as protection against cardiac arrhyth- 
mia, which is worthy of further study. Side 
effects of the drug were limited to directly 
irritative effects on organs and tissues. It is 
the belief of the author that these may well 
be the result of the use of 0.9 per cent benzyl 
alcohol as a preservative in this preparation 
—an agent which has known irritative and 
histolytic effects. @ 
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Surgical removal of ruptured 
cervical intervertebral discs’* 


A new approach to the 


ruptured cervical disc. 


THE CLASSICAL OR COMPLETE posterior cervical 
laminectomy for the removal of cervical le- 
sions of the spinal cord and other interspinal 
structures described by Stookey'* and by 
Elsberg*: * was a standard procedure until the 
last few years. During this long period of 
time, no other approach to the cervical inter- 
spinal structures was developed in spite of 
the fact that in dealing with large ruptured 
cervical discs great difficulties were encoun- 
tered and often the results were anything but 
perfect. Of course, some modification of the 
procedure occurred as the location and char- 
acter of the lesion, the consistency of the disc 
and the location and extent of the osteophytes 
demanded it. But the approach was invari- 
ably posterior (Fig. 1). 

A simple “buttonhole” posterior cervical 
laminectomy involves few hazards and brings 
about gratifying results if the disc is small, 
soft and ruptured laterally against a solitary 


*Presented at the 56th Annual Meeting of the Wyoming State 
Medical Society, Jackson Lake Lodge, June 13, 1959. 
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nerve root. But, unfortunately, most cervical 
intervertebral discs requiring removal are 
not so conveniently placed, nor are all discs 
soft and easy to remove. Hazards are multi- 
plied by the posterior approach if the rup- 
tured disc is firm, if it is overlapped by osteo- 
phytes that encroach upon the spinal cord, 
if it is large or medially placed, or if it in- 
volves other discs. Multiple ruptured discs 
are much more common than was formerly 
recognized. 

When these conditions are approached 
posteriorly, they require complete laminec- 
tomy or hemilaminectomy. During these pro- 
cedures, intraspinal structures may be dam- 
aged by handling and any compression of 
the spinal cord existing before operation may 
be increased. The enveloping dura, nerve 
roots or the spinal cord may be accidentally 
seared as epidural veins surrounding the 
spinal dura are coagulated to secure adequate 
exposure of the ruptured discs. The spinal 
cord may be damaged and deficiencies of 
neural function result when the spinal cord 
is retracted in the transdural approach to 
the lesion. Inevitable neurologic deficiency 
results if the spinal cord cannot be retracted 
enough to expose the lesion for removal with- 
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Fig. 1 


out cutting one or more spinal nerve roots. 

Even after adequate exposure of the lesion 
and removal of the protruding disc, other 
operative hazards are numerous and the 
chance of damage to the neural structures is 
increased. The disc space must be explored 
for additional fragments that must be re- 
moved; the lateral or medial osteophytes that 
may have developed around the ruptured 
disc must usually be chipped away by ham- 
mer and chisel. Deep incisions made posteri- 
orly in the neck result in muscle and pro- 
prioceptive disabilities that cause patients to 
be dizzy and unsteady for months and often 
to walk with such a wide base that they may 
require a cane. The period of rehabilitation 
is long. 

A review of the literature will reveal no 
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reference to an anterior approach to the 
problem of ruptured cervical intervertebral 
dise until the 1958 publications of Smith and 
Robinson’, Cloward® and Dereymaeker and 
Mulier®°. These surgeons had determined 
that most of the cervical portion of the verte- 
bral column could be easily reached surgi- 
cally by the anterior approach and reported 
their experience. Smith and Robinson and 
Dereymaeker and Mulier had developed an 
anterior approach primarily for removal of 
the disc and interbody fusion. The fusion was 
brought about by placing a plug of bone 
between the intervertebral bodies. Cloward, 
however, not only designed an anterior pro- 
cedure for removal of the ruptured disc and 
interbody fusion, but also added the refine- 
ment of nerve root and spinal cord decom- 
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pression by removal of the encroaching osteo- 
phytes (Fig. 2). After removing the disc and 
making a half-inch drill hole through the 
disc space, he proceeded with a small angu- 
lated curet to remove whatever osteophytes 
were at the midline posteriorly and to extri- 
cate the osteophytes posterio-laterally in the 


38 


nerve foraminae. In order to secure firm 
fusion and to prevent slipping, he used a 
round plug of bone, large in relation to the 
size of the vertebral bodies being fused. 

The chief advantage of the Cloward pro- 
cedure over the Smith and Robinson and the 
Deremaeker and Mulier procedures is that 
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the spinal cord and nerve roots are decom- 
pressed after the removal of the ruptured 
disc. 

The anterior procedure in itself has many 
other advantages over posterior laminectomy. 
The possibility of damage to neural struc- 
tures is lessened by decompression of the 
spinal cord and nerve roots by extraction of 
the compressing discs and the osteophytes, 
a procedure that avoids excessive handling of 
the spinal nerve roots and the spinal cord. 
Disturbances of balance from major surgery 
in the back of the neck do not result. The 
discomfort caused by the dysphagia and 
tracheitis following anterior excision is usual- 
ly short-lived. Patients often wake up from 
the anesthetic without pain. With the de- 
crease in neck pain and muscle spasm, mo- 
bility of the neck is usually increased in spite 
of the fusion. At operation, inspection of the 
bone plug during full range of motion of the 
head and neck reveals the two vertebrae so 
solidly locked together that a neck brace or 
other support is seldom needed. Patients are 
usually allowed up on the second day and are 
often released from the hospital on the fourth 
or fifth day to complete their convalescence 
at home. 

In contrast to posterior laminectomy for 
removal of ruptured cervical intervertebral 
disc, the anterior approach has these ad- 
vantages: 


1. Ruptured dise or discs and osteophytes 
can be extracted from neural structures. 

2. Hazards of handling neural structures 
are reduced. 

3. Neural injury resulting from electro- 
coagulation of epidural veins is avoided. 

4. Complete removal of the osteophytes is 
simplified. 

5. Interbody fusion is accomplished. 

6. Disturbances of gait and balance are 
avoided. 

7. The period of rehabilitation is short- 


ened. @ 
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Make your reservations now 

Members of your Scientific Program Com- 
mittee have worked hard to prepare a program 
for the Annual Session meeting which they be- 
lieve will be a stimulating experience to every 
physician in our Society. This is not the usual 
scientific program that is presented in varying 
form for many years to keep us abreast of clinical 
medicine. Our perspective of modern medicine is 
indeed narrow if we are not aware of the signifi- 
cant trends in basic research. This is the area 
which we wish to emphasize at the meeting in 
Estes Park. The committee has been successful in 
obtaining the nation’s leading research scientists 
in the fields of electronmicroscopy, biochemistry 
and genetics, and metabolism. This program will 
present to you the opportunity to get a first-hand 
report of the work that is being accomplished and 
the amazing results that are being obtained in 
these fields. This information will be presented 
by the men who are actually engaged in the re- 
search programs, and you will have a chance in 
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the panel discussions to ask questions that may 
be of particular interest to you. Don’t let the scien- 
tific content scare you away. These men are all 
able to present this information in a manner that 
we can understand and appreciate. 

Set aside the dates of September 14 to 17 for 
the Annual Session meeting in Estes Park. Make 
your reservations early. We believe that hotel and 
motel accommodations will be difficult to get if 
you wait too long. 


National Cancer Conference 

Minneapolis will be the site of the Fourth 
National Cancer Conference on September 13-15, 
1960. Theme of the conference, which is sponsored 
by the American Cancer Society and the National 
Cancer Institute, will be, “Changing Concepts Con- 
cerning Cancer.” 

Further information may be obtained from: 
Medical Affairs Department, American Cancer 
Society, 521 West 57 Street, New York 19, N. Y. 
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Cancer of the stomach* 


Diagnosis is not difficult, 

but procedures are time-consuming 
and uncomfortable. 

Surgery is our only present answer. 
Over-all five-year survival 


is still under 10 per cent. 


Dr. Ropert SAWYER in the April, 1959, issue 
of the Rocky Mountain Medical Journal gave 
a comprehensive review of the problem of 
gastric cancer. In this supplementary paper 
I shall emphasize aspects which seem to me 
to be of particular interest. 


Etiology 


While we appear to be far from an answer 
to the question of the cause of gastric cancer, 
there are a number of tantalizing clues. The 
geographic variations are most puzzling. 
Table 1, taken from the exhaustive paper by 
Dr. Charles Flood of New York, shows a 
completely baffling variation in the inci- 
dence in both males and females, with a fre- 
quency in the Japanese four or five times 
that in the Caucasian population of the 
United States. Finland and Iceland approach 
the Japanese rate. Steiner found no particu- 
lar difference in the frequency of gastric 
cancer in Caucasoids, Negroids and Mexicans 
in Los Angeles, but he did find higher levels 
in the Japanese. This higher level in Jap- 
anese has been found in Hawaii also. It is 
estimated further that the average age of 
appearance of gastric cancer in Japan is at 
least a decade earlier than it is in the white 
population of the United States. At the other 
end of the scale is the report by Bonne that 


*Presented July 23, 1959, at the 13th Annual Rocky Mountain 
Cancer Conference, Denver. Dr. Palmer is the Richard T. 
Crane Professor of Medicine, University of Chicago. A list of 
22 references has not been included because of space limita- 
tions. 
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“there is a nearly total absence of gastric 
cancer among the native Malay population of 
Java.” These geographical or racial variations 
are completely unexplained. 

Another strange fact is the decrease in 
the incidence of gastric cancer in both men 
and women in the United States over the 
past 25 years, as shown in the statistics com- 
piled by Dr. Hammond (Fig. 1, 2). During 
this period the incidence of certain cancers 
has remained stationary, whereas others, 
especially pulmonary, have increased. This 
changing incidence has been observed in 
Western Europe as well as in the United 
States. Tazaki, indeed, in a beautiful paper 
presented last year, gave figures collected in 
Japan from 1915 to 1954 showing a gradual 
shift in the relative frequency of gastric can- 
cer from 49 per cent of all cancer in 1921 to 
21 per cent in 1954 (Table 2). The explana- 
tion of this worldwide decrease in the inci- 


TABLE 1 
Mortality from cancer of the stomach 
in different countries* 
“‘Average”’ death rate 
per 100,000 
(Ages 35-74) 
Country Period Male Female 
1951 200 112 
1951-3 216 120 
or 1952 131 67 
Netherlands ........ 1950-2 116 70 
............... 1951-2 96 56 
ees 1952 94 51 
England, Wales ....1951 94 48 
Sweden. .................. 1952 90 59 
1951 86 58 
US.A 
(nonwhites) _....1952 76 33 

1950 75 38 
Venezuela .............. 1950 65 44 
U.S.A. (whites) ....1952 48 24 
*Flood, Charles A.: Ann. Int. Med., 48:920 (1958). 
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Fig. 1. Decreasing incidence of gastric cancer 
(white males). 
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Fig. 2. Decreasing incidence of gastric cancer 
(white females). 


TABLE 2 
Gastric cancer in Japan (autopsy)* 


Per cent of 


Author Year all cancers 
Ishibashi, Takatsu ............ 1915 44.0 
1921 48.89 
1939 35.7 
Yoshida, Miyake .............. 1954 21.1 


*Tazaki, Yuzo: Clinical Aspects of Gastric Carcinoma in 
Japan. 1958. 
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dence of gastric cancer is also completely 
unknown. 

The question of the role of heredity is now 
as uncertain as it was in 1938 when Kon- 
jetzny concluded that it was not possible to 
say that cancer was inherited, although a 
certain general or organ predisposition might 
be transmitted. Graham and Lilienfeld in a 
recent critical and exhaustive review reached 
the conclusion that the results do “suggest 
that gastric cancer is concentrated in some 
families more than in others.” 

The progressive increase in the incidence 
of gastric cancer with the advancing decades 
of life (Fig. 3) has been recognized for many 
years, as has the greater susceptibility of 
males over females of approximately two to 
one, but neither of these phenomena has been 
explained. The higher incidence of gastric 


AGE AND SEX INCIDENCE 
566 CASES 
+ AGE GROUPS 
20-30 30-40 40-50 50 -60 60-70 * OVER 
T T T T T 
42.3 
40r- 
30 
20+ 
SEX INCIDENCE 
MALE 69% 
FEMALE 31% 
| 


Fig. 3. Progressive increase in incidence of gastric 
cancer with age. 
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cancer in patients with pernicious anemia has 
been confirmed again by Zamcheck and his 
associates, being 6.5 per cent in one series 
of 108 autopsies and 11.9 per cent in another 
series of 59 autopsies. This fact is quite in 
accord with the concept espoused so ably by 
Konjetzny of gastritis as a precursor of can- 
cer. In Konjetzny’s view, cancer never de- 
velops in a normal mucosa. Benign gastric 
ulcer likewise was regarded by him as a pre- 
cursor of cancer and for the same reason, 
i.e., it arose in an abnormal “gastritic” mu- 
cosa. 

As yet, the experimental laboratory has 
shed relatively little light on gastric cancer, 
although various workers have reported the 
induction of tumors in mice or rats. The prob- 
lem is a difficult one, but there can be no 
doubt of the production of metastasizing ade- 
nocarcinomas of the pyloric stomach in mice 
by Stewart and Lorenz using carcinogenic 
hydrocarbons. Other animals thus far have 
proved refractory to this and other carcino- 
gens. No one has yet succeeded in demon- 
strating the roles of viruses or of hormones 
in gastric cancer. 


Diagnosis 

From the practical point of view, the first 
problem is the diagnosis of gastric neoplasm. 
The surgeons naturally press for early di- 
agnosis. This is understandable because thus 
far the only form of therapy which can be 
said to be of definitive or curative value is 
removal of the tumor. The difficulties in 
early diagnosis are numerous. The disease is 
usually insidious in onset, and the patient 
does not appreciate the significance of the 
few symptoms present. Consequently, there 
is often a delay of several months before he 
consults a physician. The physician’s thresh- 
old of suspicion for cancer may be high or 
low; it is influenced considerably by the 
symptoms described by the patient and by 
the patient’s attitude toward them. If the 
symptoms are vague and of short duration, 
and if the physical examination is negative, 
the patient and the physician may be re- 
luctant to make further studies, hoping that 
with diet and medication the symptoms will 
disappear. The question of the completeness 
of the examination or the decision of how 
far one should go in the examination of the 
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patient is difficult and calls for great care 
and discretion on the part of the physician. 
Certainly the routine blood count should be 
done. Examination of the feces for occult 
blood is a nuisance, but it is worthwhile be- 
cause some blood will be found in more than 
half—probably in 80 per cent—of the patients 
with gastric cancer; the statistics vary. In 
my opinion a gastric analysis is also worth- 
while, although gastric cancer can occur with 
almost any secretory pattern; the higher the 
secretion of acid, the less the likelihood of 
cancer. 

The most universally employed and, on 
the whole, the most useful diagnostic pro- 
cedure is the roentgenologic examination. In 
spite of the recent furor over radiation haz- 
ards, it is now becoming clear that diagnostic 
studies involve a minimal amount of radia- 
tion and are thoroughly justifiable. Conse- 
quently, the x-ray examination should be 
carried out early in all patients suspected of 
harboring a neoplasm. The method is so satis- 
factory that doctors and patients alike tend 
to fall into the habit of considering it perfect, 
which it is not. Like all procedures, the re- 
sults depend to some extent upon the skill 
and experience of the examiner and upon his 
equipment. The reliability of examination 
also depends to some extent upon the co- 
operation of the patient and upon his ana- 
tomic build. Thus, in a study made by Dr. 
Klotz of patients later proved to have gastric 
cancer, 30 per cent of the x-ray examinations 
were reported as indecisive, although even- 
tually a positive diagnosis was made before 
operation in 88 per cent. Consequently, a 
negative roentgenologic report is not entirely 
reliable and an indecisive one certainly is 
not. The gastroscopic examination disclosed 
the lesion in 80 per cent of this group of 
patients. The combination of the two pro- 
cedures reduced the diagnostic error to 6 per 
cent. 

In our hands the most accurate and also 
the most time consuming diagnostic proce- 
dure is that of exfoliative cytology. The 
method is too laborious to be used for screen- 
ing; it has to be reserved for selected pa- 
tients. Table 3 shows that in 740 patients 
without gastric cancer, the incidence of “false 
positives” was approximately half of 1 per 
cent, whereas in 131 patients with cancer, the 
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TABLE 3 
Gastric cytology 


740 patients without cancer 


Cytology negative ...................... 736 
Cytology ........................ 4 (error) 
131 patients with cancer 
Cytology positive ........................ 125 
Cytology negative -.................... 6 (error) 
TABLE 4 


X-ray vs. cytology 


(131 proven gastric cancers) 


X-ray Cytology 
Number Per cent Number Per cent 
81 61 125 95 
Inconclusive  .......... 27 20 0 
No cancer ...............- 23 19 6 5 


incidence of “false negatives” was 5 per cent. 
In the eyes of the cytologist the method 
is much more discriminating than the roent- 


genologic examination, although it is only ~ 


fair to say that in Table 4 the x-ray figures 
are based upon the initial impression of the 
radiologist. 

A current study by Strandjord and his as- 
sociates in our Department of Radiology has 
shown that of 282 cases of proved gastric 
cancer, the correct diagnosis was made radio- 
logically in 78 per cent, an inconclusive di- 
agnosis was made in 6 per cent, and an in- 
correct diagnosis was made in 16 per cent. 
Twenty-seven of these 282 cases, almost 10 
per cent, simulated benign ulcer radiological- 
ly in that no mass was present, but the radi- 
ologists made the correct diagnosis of cancer 
in 14 of the 27. 

The differentiation of benign and malig- 
nant ulcer has been and still is a difficult and 
controversial subject. We have contended 
that even without the assistance of exfolia- 
tive cytology, but by utilizing all of the di- 
agnostic aids, the error should not exceed 5 
per cent. With the aid of the cytologic exam- 
ination, the error should be reduced still 
further. In a sense, no error is acceptable, but 
we think that the present diagnostic error is 
within the range of the mortality from par- 
tial gastrectomy. 

Exploratory laparotomy is not as satisfac- 
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tory as it has been presumed to be. The diffi- 
culty in the differentiation between benign 
and malignant ulcer is fully as great at the 
operating table as it is preoperatively. The 
difficulty in the differentiation between large 
gastric folds and infiltrative tumor is attested 
by the number of partial or total gastrecto- 
mies performed for the former condition— 
benign giant rugal folds. Small ulcerating 
cancers and indeed larger soft polypoid can- 
cers may be missed at operation. 


Therapy 


In the treatment of gastric cancer two 
things stand out: (1) The only definitive 
therapy at the present time is surgical re- 
moval of the tumor; and (2) there seems to 
be little ground for hope that surgery will 
ever be able to cure more than a relatively 
small per cent of the patients afflicted with 
this disease. The innumerable reports are dis- 
couraging. Thus Raffl and Kelley obtained a 
five-year survival of only 6.6 per cent in 
patients subjected to resection and a crude 
over-all survival rate of 2.0 per cent for all 
patients admitted to the hospital. McNeer 
and his associates report a five-year survival 
of 25 per cent of patients undergoing “cura- 
tive operation.” The absolute five-year sur- 
vival in the decade 1941-50 was 9.1 per cent. 

Table 5 shows the mean five-year survival 
in the 462 patients treated at the University 
of Chicago in the period from 1946 to 1955, 
inclusive. None of the patients treated palli- 


TABLE 5 
Cancer of the stomach 
1946-1955, inclusive 


No. of 5-year survival 
Treatment patients Number Per cent 


Definitive surgery 
Extent of tumor 


54 23 43 
Distant spread 
(regional lymph 
187 17 9 
Palliative 
Extent of tumor 
Distant spread .......... 221 0 0 
462 40 9 
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atively, whether by surgery or not, survived 
five years. In the small group of 54 patients 
in whom the tumor at operation was found 
to be localized, the five-year survival was 43 
per cent, as compared with 9 per cent for 
those with lymph node involvement. 

In gastric cancer, as indeed in all cancer, 
there are phenomenal differences in the rate 
of growth. Some malignant neoplasms are so 
slow in their evolution that they are almost 
benign tumors; others are acute, rapidly 
spreading, explosive invasions of the body 
with cancer cells. The morphologic differ- 
ences in these lesions have been studied care- 
fully, but the explanation of the variation is 
not apparent. As MacDonald and Kotin have 
phrased it: “Biologic predeterminism, rather 
than the time or type of surgical treatment, 
governs (the) end results in gastric carci- 
noma.” The basic factors in “biologic prede- 
terminism” are almost completely unknown. 


Summary 


I have endeavored to present a few of the 
puzzling facets of the incidence of gastric 
cancer. The diagnostic problems are not 
great, provided the necessary facilities are 
available and the patients are willing to en- 
dure the time consuming and uncomfortable 
procedures required. The over-all accuracy 
of these procedures is high. Surgical removal 
of the tumor provides the only effective 
therapy; its success depends largely upon the 
type of cancer present. If the lesion is local- 
ized, approximately half of the patients will 
survive partial resection of the stomach five 
years or longer. Unfortunately, the over-all 
five-year survival rate is still under 10 per 
cent. Our best hope for the future seems to 
lie in some nonsurgical method to kill can- 
cer cells, but thus far there is nothing to 
suggest how or when such a therapy will be 
found for gastric cancer. ® 


Uterine prolapse 


in the young nulliparous female’ 


Two case reports illustrate the fact 
that the anthropoid pelvis may be 


a causative factor in uterine prolapse. 


In 1947, H. O. JoNEs, or CHICAGO, presented a 
comprehensive discussion on the subject of 
uterine prolapse. In it, he dealt primarily 
with the multiple problems associated with 
uterine prolapse in general but emphasized 
those related to such-a complication in the 
young nulliparous woman. In order to stress 
the latter, he presented the case history of 


*Presented before the Ogden Surgical Society ‘meeting, May 
20, 1959. 
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A possible contributing factor 


Donald W. deCarle, M.D., San Francisco, California 


a young musical comedy star who did acro- 
batic dancing. A part of the dance consisted 
of being tossed over a high wall near the 
back of the stage. During one of these partic- 
ularly strenuous dances, she was suddenly 
conscious of something protruding from her 
vaginal orifice. On examination, this proved 
to be a completely prolapsed uterus. 
According to Jones, the immediate cause 
of this condition was the trauma resulting 
from being repeatedly tossed over the wall. 
The imponderables in this case, in his opinion, 
however, were the factors which allowed a 
procidentia to occur in this particular young 
lady. What was equally disturbing was the 
selection of an appropriate operative pro- 
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cedure which would satisfactorily replace 
this young lady’s uterus so that she might 
resume her work with a minimum loss of 
time. Still more important was the selection 
of a procedure which would in no way inter- 
fere with normal intercourse or a succeeding 
pregnancy. 

Difficulties surrounding this problem and 
the high percentage of indifferent operative 
results in patients with this complication 
were, in the opinion of this operator, due to 
failure in finding and properly evaluating 
all the initiating factors relating to prolapsus 
uteri. 


Investigation 


Impressed by the work of this author and 
because of the general failure to improve the 
treatment of these patients in a substantial 
number of those operated, further investiga- 
tion was deemed justified. No actual effort 
to invade this highly controversial field was 
made, however, until some five years ago. 


It was the original intent of this investi- . 


gation to discover a more intelligent ap- 
proach, if possible, to the problem of treat- 
ment in an effort to increase the number of 
patients with uterine prolapse who could be 
successfully operated. As a means of accom- 
plishing this end, it was thought advisable 
first to review and wherever possible to re- 
evaluate all factors known to date which 
could contribute in any way to this condition, 
especially in the young nulliparous female. 
In the second place, it was felt equally es- 
sential to search for any further etiologic 
agents which could conceivably have been 
previously overlooked. 

With these objectives in view and on con- 
sideration of the first of these problems 
through a cursory review of the voluminous 
literature relative to all and sundry phases 
of the subject, one is impressed with the lack 
of unanimity of opinions both as to the un- 
derlying anatomic as well as to the causative 
factors of uterine prolapse. 

It was only at the end of the last century 
that the controversy in regard to the various 
pelvic structures relative to fhe etiology of 
uterine prolapse was supposedly definitely 
settled. This was accomplished mainly 
through the efforts of two investigators in 
the field, namely Watkins and Wertheim. It 
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was their opinion that the only tissue struc- 
tures believed to be of any marked value in 
relation to support of the pelvic organs, 
namely fascial formations and the pelvic 
musculature, were of equal importance. 


Uterine ligaments 


Since that time, however, the entire sub- 
ject of anatomy and tissue structure as it 
relates to uterine prolapse has again become 
controversial. As an example, the relative 
value of the so-called ligaments and other 
fascial structures has again been challenged. 
Their importance to pelvic support, accord- 
ing to certain of the authors, has been erro- 
neously based upon three concepts. The first 
of these maintained the existence of sheath- 
like condensations around the various pelvic 
organs. According to the investigations, chief- 
ly of Bell, Goff, Koster, Lisa, Ricci, Thom 
and Kron, these condensations are not to be 
found. As to the second of these concepts, 
Koster, Goff and Berglas, and Rubin, among 
others, contend they have satisfactorily 
proved that the so-called ligaments of the 
pelvis do not contain similarly described con- 
centrations of connective tissue. Finally, this 
same group of investigators state that the 
last of these concepts which maintained the 
fixation of the fascial connective tissue to 
the boney pelvic walls has, in their opinion, 
never been satisfactorily proved. 

Still another example is the result of the 
work of Berglas and Rubin. By an x-ray 
procedure known to them as myography, 
they believe that they have shown conclu- 
sively the greater importance of the musculo- 
pelvic floor. This, in their opinion, is particu- 
larly true of the levator muscles referred to 
by them as the levator plate. It is their con- 
tention that potential prolapse depends pri- 
marily upon any change in the so-called 
normal anatomic relationship between the 
uterus and this levator plate. 

Finally, as early as 1917, attention was 
first diverted by Finley from the fascial and 
muscular structures as the exclusive sources 
of factors contributing to procidentia. Since 
then, it has become a more or less generally 
accepted opinion that prolapse, especially in 
the nulliparous woman, can also be associated 
with various boney deficiencies of the pelvis 
and especially those of the lower lumbar 
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and/or the upper sacral spine. These may 
include all lesions from the mildest, such as 
spina bifida occulta and meningocele, to the 
more severe, associated with extrophy of the 
bladder. 


Other structures 


Thus, to date, it would seem that all sup- 
portive structures, namely muscular, fascial, 
and boney, are all involved in varying de- 
grees in the mechanism contributing to the 
failure of adequate support of the pelvic 
organs. 

What is even more essential to the solu- 
tion of this problem is the recognition and 
proper evaluation of all factors and forces 
which have sufficiently modified these same 
tissue structures to the point that they no 
longer give proper support to the pelvic or- 
gans in general and the uterus in particular. 
As recently as 1955, Stearns, among the va- 
rious workers in this field, stated that there 
were multiple agents of equal importance 
involved as causes of this condition. The 
three most common, in his opinion, were, 
first, constitutionally inadequate supporting 
tissue; second, age with its attending trophic 
changes; and third, trauma, especially that 
of labor. To these Jacobi adds still a fourth, 
namely nutritional deficiencies. 


Constitutional predisposition 


As opposed to the opinion of these two, 
as well as that of many other investigators 
in this field, von Graff believes there is only 
one single, underlying causative factor in 
the etiology of uterine prolapse. In the dis- 
cussion of this subject, published in 1933, he 
states that procidentia, whenever it occurs, 
depends primarily on what he calls “indi- 
vidual constitutional disposition.” This he 
qualifies as a functional inefficiency of the 
mesodermal structures whose inherent “con- 
stitution” is “definitely determined for each 
individual at the moment of fusion of her 
parental germinal cells.” This, in other words, 
accounts for the marked variation in be- 
havior in different individuals in the pres- 
ence of the same identical physiologic event. 
For example, von Graff points to the recog- 
nized fact that, as opposed to the nulliparous 
woman with procidentia, there are numerous 
women who may have had up to 10 or even 
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more deliveries with no evidence of uterine 
descensus. 

According to this theory of von Graff, all 
other causative factors as cited by Stearns, 
Jacobi and others, such as trauma, age, and 
nutritional deficiencies, are initiating agents 
only of uterine prolapse. They favor the de- 
velopment of descensus exclusively in those 
individuals who possess such functional in- 
efficiency of the mesodermal structures. 

Based ‘upon this reasoning, von Graff di- 
vides all women with uterine prolapse into 
four main groups according to age and to 
intensity of this deficiency. The first of these 
groups and the one of primary interest in 
this discussion includes virgins and all other 
nulliparous women with prolapse. Among 
these, he recognizes certain stigma as evi- 
dence of mesodermal inefficiency. They in- 
clude spina bifida occulta along with dis- 
placements of the uterus, and various mani- 
festations of enteroptosis. Also included in 
this group are certain structural types iden- 
tified by him. 

Of all the theories offered to date as to 
the factors underlying uterine prolapse, that 
of von Graff, based upon congenital inade- 
quacy, would seem to offer the most logical 
explanation of this condition, especially as 
applied to the nulliparous female. 

As previously stated, it became the second 
objective of this investigation to search for 
any other contributory agents which might 
possibly have been previously overlooked. It 
was hoped by this means also to discover 
further evidence which might be found help- 
ful in either proving or disproving von Graff’s 
theory of mesodermal incompetence. This 
study, as will become apparent, is still in its 
incipiency. It must, therefore, be considered 
in the nature of a preliminary report only. 

Although as a result of Finley’s discovery, 
x-ray of the lower spine had become an 
established procedure in the routine study 
of uterine prolapse, especially in the nulli- 
parous woman, a comparative few had been 
shown to have any evidence of boney defec- 
tion of this type. It was decided, therefore, 
to study the boney structure of the pelvis in 
its entirety. 

The initial investigation was a complete 
x-ray study of the boney pelves of two 
patients who presented unusual problems. 
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Their case histories are herewith given in 
detail. 


CASE REPORTS 


Case 1: Miss M. A., a nulliparous young woman 
aged 29, was first seen because of pelvic discom- 
fort. Physical examination was essentially nega- 
tive, except that the patient herself presented a 
picture of a female with general boney structure 
definitely larger than average. Examination of 
the pelvis showed an ovarian cyst with a freely 
movable 3° retroversion of the fundus and gen- 
eral pelvic relaxation. After a period of observa- 
tion of some 18 months, surgery was decided upon 
because of enlargement of the cyst with symptoms 
suggestive of torsion of the pedicle. Unfortunately, 
because of the pelvic symptoms, uterine suspen- 
sion was attempted at the time of surgery. It was 
noted that the pelvis was unusually large with 
extra long, rudimentary sacro-uterine ligaments. 
Imbrication of the latter was done, however, along 
with a modified Gilliam suspension. Within two 
months of the operation, all pelvic symptoms had 
returned. A recurrence of the retroversion with 
evidence of marked descensus was found. X-ray 
at this time showed no occult spina bifida. Study 
of the pelvis itself, however, showed a large 
anthropoid type of pelvis. A subsequent Man- 


chester type of procedure with amputation of a . 


markedly elongated cervix was carried out. All 
symptoms and findings again returned within a 
few months after this second operation. 


Case 2: Mrs. A. J., a nulliparous married 
woman, when first seen at the age of 26, com- 
plained of some vaginal discomfort. A markedly 
elongated cervix with a freely movable retro- 
verted uterus with some evidence of prolapse was 
found on vaginal examination. This patient con- 
ceived shortly thereafter and delivered at term 
without difficulty. Although the cervix was found 
to protrude and descensus was more marked, sur- 
gery was deferred. Following a second term preg- 
nancy, when the prolapse was increased and be- 
cause of an active chest lesion which precluded 
more pregnancies, a vaginal hysterectomy was 
done. The patient was then 31 years of age. X-ray 
of this pelvis also showed a type of pelvis similar 
to that found in the first patient. (Her rather 
large skeletal structure, known to Caldwell and 
his group as the anthropoid type, was also noted 
at this time.) 

Following the x-ray study of these two 
patients, it was decided to investigate all 
nulliparous patients seen by us with uterine 
prolapse, of 39 years or younger, and all 
others whose history of the onset of this com- 
plication preceded this age. This study con- 
sisted primarily of pelvic x-ray whenever 
possible, otherwise in clinical examination 


of the pelvis in general and the boney pelvis 
in particular. 
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The case histories of all nulliparous wom- 
en treated for uterine prolapse in the past 
10 years at Children’s Hospital were also 
studied. There were some 53 in all, out of 
which only 10 were of 39 years or younger. 
Since then, studies of two more patients 
have been added. 

To date, seven patients by x-ray and prob- 
ably two more out of the 14, were found to 
present evidence of the existence of the 
anthropoid pelvis. This pelvis, with its un- 
usually large inlet, especially the antero- 
posterior dimensions and the presence of the 
straight sacrum, suggests definite inherent 
weakness of the pelvic sling. Members of the 
x-ray department at Children’s Hospital fre- 
quently refer to the woman with this type 
of pelvis as “Fanny Open Bottom.” Recogni- 
tion of women with such a type of pelvis, 
even in the absence of an x-ray, is possible. 
The true anthropoid type of female, as de- 
scribed by Caldwell and Malloy, is usually 
taller than average but may at times have 
short legs with a proportionally large torso. 


Discussion 


The question naturally arises as to the 
relative value of such a study to the over-all 
solution of the problem of uterine prolapse 
in general and in the young nullipara in par- 
ticular. One can only say that the larger size 
and greater depth of the pelvis associated 
with uterine prolapse has been previously 
noted at various times in the literature. How- 
ever, to our knowledge, no attempt has been 
made thus far to establish any particular 
type of pelvis as predominant in these women 
prone to prolapse. In view of our findings, so 
far, however, the possibility that one type 
in particular, as opposed to all others, strong- 
ly suggests itself. This particular pelvis is 
referred to by Caldwell and Malloy as the 
anthropoid pelvis; Murphy as “infantile pel- 
vis,’ and previously by Baudoloque as the 
“assimilation pelvis.” All imply faulty de- 
velopment; all imply faulty mesodermal 
structure, as suggested by von Graff. 

In consideration of any clinical signifi- 
cance of such a finding, it should be noted 
that treatment of any complication of this 
kind can be divided into (1) preventive, (2) 
conservative, and (3) definitive. 

Regarding the question of preventive 
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treatment in gynecology in general, Schuman 
in a recent talk stated that “in gynecology, 
we are still entirely too surgically minded. 
We can cure disease rather than attempt to 
prevent it.” He then concludes, “I believe 
that it may be said that should the gynecolo- 
gist devote himself with great assiduity to the 
prevention of the occurence of lesions of the 
pelvic organs, his work will be crowned with 
success.” 


Preventive treatment 


Thus, the preventive forms of treatment 
in this, as in any other gynecologic condition, 
should assume a new importance. It is diffi- 
cult, however, with our present knowledge, 
to find any application of this or any other 
positive finding of any specific value in the 
preventive treatment of uterine prolapse in 
the nulliparous woman. However, in our 
opinion, it does have a definite applica- 
tion in preventive treatment of this condi- 
tion in general, especially in the field of ob- 
stetrics. It is particularly within the province 
of the obstetrician to choose those methods 
of procedure in delivery which are least 
likely to further weaken supportive struc- 
tures which are already inherently defective. 
This applies to any pelvis in which an ex- 
trophy of the bladder has occurred with its 
associated boney defects. It also applies to 
any pelvis with other associated boney de- 
fects such as meningocele, spina bifida, or 
spina bifida occulta. Finally, in our opinion, 
it also applies to patients in whom an anthro- 
poid type of pelvis may be found. 


Surgical treatment 


Because it is of little value to any group 
primarily interested in surgery, the second 
or conservative forms of treatment will not 
be considered here. The question finally 
arises as to any importance such an investi- 
gation might have in the definitive or surgi- 
cal treatment of uterine prolapse. Until that 
day which Schuman visualizes when and if 
all such gynecologic complications can be 
entirely prevented, surgery must play an 
important role in their correction. Thus, for 
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an indefinite period of time to come, any 
factors found which could be of added help 
in approaching the problem of prolapse, 
especially in the young nulliparous woman, 
can be of distant importance. 

To be of value in this latter group, how- 
ever, any operative procedure must return 
the uterus to its normal position. It must not 
interfere with normal intercourse. Even more 
important, it must in no way handicap or 
prevent-.a succeeding pregnancy, should that 
occur. 

This eliminates a vast majority of the 300 
or more surgical procedures described in the 
past in the treatment of uterine prolapse. 
Assuming the large anthropoid pelvis to be 
present in at least a definite percentage of 
these patients, the presence of the elongated 
sling and the resulting rudimentary sacro- 
uterine and round ligaments could conceiv- 
ably account for failure in certain of these 
procedures. This is especially true of those 
which depend upon these same ligaments. 

It was not until 1914 that the work of 
Fothergill, along with that of Donald in Man- 
chester, dispelled the theory that a cure for 
uterine prolapse could only be accomplished 
by narrowing the vagina. This followed 
closely upon the discovery of Machenrodt of 
the ligaments which bear his name. It is 
utilization of these ligaments which forms 
the basis for the Manchester of Donald- 
Fothergill-Shaw operation, described at that 
time. 

It would seem that the very fact that this 
same operation has survived even to the 
present proves it to be the one procedure 
which has best corrected uterine prolapse 
in the largest number of nulliparous patients 
to date. However, this fact combined with 
the substantial percentage of failures in the 
operative treatment of this condition, even 
in the most capable hands, would definitely 
imply that there aré other factors which con- 
tribute to the cause of procidentia uteri 
which as yet remain undetected. Until that 
time when they are discovered and properly 
evaluated, such an investigation as is here- 
with presented would seem to be definitely 
justified. @ 
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14th Annual 
Rocky Mountain 


No Registration Fee 
Approved for 10 Hours A.A.G.P. Category I Credit 


Tuesday, July 19 
Afternoon 
2:00-5:00—Registration 


Wednesday, July 20 
Morning 
8:00-4:00—Registration 


J. Robert Spencer, M.D., Denver, Chairman of 
Conference 


9:00—Addresses of Welcome 


Cyrus W. Anderson, M.D., Denver, President-elect, 
Colorado State Medical Society 


Lanning E. Likes, M.D., Lamar, President, 
Colorado Division, American Cancer Society, Inc. 


Greetings from the American Cancer Society, Inc. 
Warren H. Cole, M.D., Chicago, President, 
American Cancer Society, Inc. 


Symposium: Skin Cancer—Recognition and Treat- 
ment 


Moderator, Osgoode S. Philpott, M.D., Denver 


Participants: R. Lee Clark, Jr., M.D., Surgeon; 
A. James French, M.D., Pathologist; Roy L. Kile, 
M.D., Dermatologist; Wendell G. Scott, M.D., 
Radiologist. 


Question and answer period 


12:00 Noon—Round Table Luncheon 
Presiding, A. E. Lubchenco, M.D., Denver 


Afternoon 
Presiding, Valentin E. Wohlauer, M.D., Brush 


2:00—“Benign and Malignant Tumors of Tracheo- 
bronchial Tree,’ H. W. Schmidt, M.D., Rochester, 
Minn. 
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Conference 


2:30—“Peculiarities of Skin Cancer,” Roy L. Kile, 
M.D., Cincinnati, Ohio 


3:00—‘“‘Newer Concepts of Gastric Ulcer and Can- 
cer,” Wendell G. Scott, M.D., St. Louis, Mo. 


3:30—“‘Benign Tumors of the Esophagus,” H. W. 
Schmidt, M.D., Rochester, Minn. 


Evening 

Presiding, Lanning E. Likes, M.D., Lamar 
6:30—Cocktail Hour 

7:30—Dinner 


Presentation of Awards, 
Denver 


N. Paul Isbell, M.D., 


Speaker, Hon. Jennings Randolph, United States 
Senator, West Virginia, “Take Time for Laughter.” 


Thursday, July 21 

Morning 

8:00-12:00 noon—Rezgistration 

Presiding, J. Robert Spencer, M.D., Denver 
9:00—Greetings from the American Medical Asso- 
ciation 

E. Vincent Askey, M.D., Los Angeles, President, 
American Medical Association 

Symposium: Thyroid Lumps 

Moderator, Kenneth C. Sawyer, M.D., Denver 


Participants: R. Lee Clark, Jr., M.D., Surgeon; A. 
James French, M.D., Pathologist; Wendell G. Scott, 
M.D., Radiologist; Willard P. VanderLaan, M.D., 
Internist. 


Question and answer period 

12:00 Noon—Round Table Luncheon 
Presiding, Ervin A. Hinds, M.D., Denver 
Afternoon 


Presiding, William A. H. Rettberg, M.D., Denver 


2:00—“Salivary Gland Tumors,” A. James French, 
M.D., Ann Arbor, Mich. 

2:30—“Economics of Cancer Detection and Treat- 
ment,” R. Lee Clark, Jr., M.D., Houston, Texas 
3:00—“A Critique of Adrenalectomy for Cancer,” 
W. P. VanderLaan, M.D., La Jolla, Calif. 
3:30—“Clinical Significance of Dysphagia,’ H. W. 
Schmidt, M.D., Rochester, Minn. 

Adjourn 
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Denver, July 20-21 


Headquarters Hotel for the Conference is the 
Denver Hilton. A block of rooms has been re- 
served for physicians and their families. To 
make your reservation, write to the Denver 
Hilton, Denver 2, Colo. 


Hon. Jennings Randolph, 


United States Senator, 
pea ers West Virginia 


Guest 
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E. Vincent Askey, M.D. R. Lee Clark, Jr., M.D. Warren H. Cole, M.D. A. James French, M.D. 
Los Angeles, President, Surgeon, Houston, Director and Chicago, President, Pathologist, Ann Arbor, 
American Medical Association Surgeon-in-Chief, American Cancer Society, Inc. University of Michigan, 
University of Texas Chairman, 
M.D. Anderson Hospital & Department of Pathology 


Tumor Institute 


? 


Roy L. Kile, M.D. H. W. Schmidt, M.D., Wendell G. Scott, M.D., Willard P. VanderLaan, M.D. 


Dermatologist, Associate Internist, Rochester, Radiologist, St. Louis, Internist, La Jolla, Head, 
Professor of Dermatology, Head, Section of Medicine, Professor of Clinical Radiology, Department of Endocrinology, 
University of Cincinnati Mayo Clinic Washington University Scripps Clinic and Research 
College of Medicine Foundation 
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Obituary 


EDWARD S. LAUZER 


Dr. Edward S. Lauzer, 78, one of the out- 
standing physicians and surgeons in Rock Springs 
for 44 years, died Sunday, May 1, in the Sweet- 
water County Memorial Hospital. 

Born January 29, 1882, in Hutchinson, Minne- 
sota, Dr. Lauzer came to Rock Springs in 1905 
as physician for the Union Pacific Coal Company 
and Union Pacific Railroad. He later went into 
private practice. 

Dr. Lauzer also served several terms as mayor 
of Rock Springs. 

After his retirement in 1946, Dr. Lauzer did 
eancer research in California and then moved to 
Cora to the C and L Bar Ranch where he lived 
until the time of his death. 

He is survived by a stepdaughter, Mrs. Thomas 
Kitchen, and a grandson, Thomas Kitchen, both 
of Cora. 


COLORADO 


Obituaries 


Lakewood loses one of its best 


George E. Mason, M.D., died on May 7, 1960, 
in Colorado General Hospital. Dr. Mason was born 
in Sandoval, Illinois, on March 20, 1905, and was 
a graduate of St. Louis University Medical School 
in 1931. He settled in Evergreen, Colorado, in 1933 
and received his Colorado license the same year. 
In 1946 he moved to Lakewood where he practiced 
medicine until this year. He was a member of the 
Clear Creek Valley Medical Society, as well as the 
Colorado State Medical Society. 

Dr. Mason was a World War II veteran and 
was active in the Veterans of Foreign Wars and 
the American Legion. St. Anthony’s Hospital was 
where he practiced and he served on many im- 
portant committees at that hospital. Surviving the 
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doctor are his wife, two daughters, a son and 
his mother. 


Death ends 50-year work 


Royal Haughlelin Finney died in Pueblo on 
January 25, 1960. Dr. Finney was born in 1883 in 
Indiana Territory and moved to La Junta, Colo- 
rado, with his parents as a small boy, his father 
being chief surgeon for the Santa Fe Railway at 
La Junta for many years. Dr. Finney graduated 
from Harvard University Medical School in 1910 
and was licensed to practice in Colorado in the 
same year. He settled in Pueblo and had practiced 
in that city since that time. 

Dr. Finney was cited at the Annual Staff Din- 
ner for his 50th year of affiliation with St. Mary- 
Corwin Hospital. In 1950 he became a life emeri- 
tus member of the Colorado State Medical Society. 

Survivors include his widow, two sons and a 
sister. One of his sons, Dr. R. Milton Finney, prac- 
tices in Houston, Texas. 


Mary Swift Memorial Lecture 


September 3—this is the date of the next Mary 
Swift Memorial Lecture. Dr. John A. Newman, 
Secretary of the Mary Swift Memorial Tumor 
Clinic and Registry, Butte, Montana, advises that 
Drs. John M. Waugh and Malcolm Dockerty, 
members of the staff of the Mayo Foundation for 
Medical Education and Research, will be guest 
speakers at the Butte meeting. 


30th Annual Meeting of 
Biological Photographic Association 


Photographers and scientists interested in the 
application of new photographic technics and 
equipment in the field of biology will convene in 
Salt Lake City, Utah, this summer for the 30th 
annual meeting of Biological Photographic Asso- 
ciation. The meeting will be held August 23rd 
through 26th with headquarters at the Hotel Utah 
Motor Lodge. For further information please con- 
tact: Arland E. Olson, Utah State University, 
Veterinary Science Dept., Logan, Utah. 
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Utah’s New Headquarters Building 


The Utah State Medical Association took its 
rightful place in the community last year with 
the completion of new construction and remodel- 
ing at its building, 42 South 5th East, Salt Lake 
City. 

Also occupying the building is the Salt Lake 
County Medical Society. The completely reno- 
vated structure provides adequate space for both 


Top left: View of the executive offices showing 
Mr. Harold Bowman, Executive Secretary. Top 
right: Inside entrance. Middle left: View of hall- 
way, showing filing system. Middle center: Ex- 
terior view of the new headquarters building. 
Middle right: Interior view showing a portion of 


the Utah State Medical Association and the Salt 
Lake County Medical Society. 

Also provided is extra space for any future 
expansion. Besides the auditorium which will ac- 
commodate approximately 100 persons, the build- 
ing has a board room for Council meetings. A total 
of three meetings can be held within the structure 
concurrently without interference. 


the auditorium. Bottom left: View of the interior 
of the office showing Mrs. Maxcine Fry, Miss 
Arlene Hillman, and Miss Verdene Arthur. Bottom 
right: Council room with seating capacity of 18 
plus overflow of 10 could be seated in adjoining 
room. 


Tenth Annual Conference 
Reno Surgical Society 


The Mapes Hotel 
Reno, Nevada 


August 18-20, 1960 


Wednesday, August 17 
Cocktail Party, Nevada Room, The Mapes Hotel 


Thursday, August 18 

Morning 
Carcinoma of the Mouth—Grantley W. Taylor, 
M.D., Weston, Massachusetts 

Management of Stress Incontinence in the Female 
—John C. Ullery, M.D., Columbus, Ohio 
Postoperative Pain—Proper Approach to Manage- 
ment—John J. Bonica, M.D., Tacoma 

Safety and Hazards of Atomic Energy—John H. 
Lawrence, M.D., Berkeley 

Afternoon 

Chemistry and Pharmacology of Hypovolemic 
Shock—Jonathan E. Rhoads, M.D., Philadelphia 
Diagnosis and Management of Electrolyte Deple- 
tion States—J. Max Rukes, M.D., San Francisco 
Treatment of Pancreatitis—J. Englebert Dunphy, 
M.D., Portland 


Treatment of Fresh Thoracic Trauma—Paul C. 
Samson, M.D., San Francisco 


Friday, August 19 
Morning 


Tissue and Organ Transplants—J. 
Dunphy, M.D. 


Esophageal Hiatus Hernia—Paul C. Samson, M.D. 
Acute Renal Failure—J. Max Rukes, M.D. 


Englebert 


A loving tribute to a 


Bill Reinbold, business associate and friend, 
died suddenly Wednesday, June 22. He had just 
arrived in Estes Park to make a last minute check 
on the exhibit area that he was installing for the 
Nuclear Medicine Society meeting. 

Bill, as the owner and head of the William 
H. Reinbold Decorating Company, had been the 
retained decorator for Colorado State Medical 
Society meetings for a dozen years. He had gained 
respect of the many doctors and exhibitors who 
had the privilege of learning the cooperative, 
friendly enthusiasm he demonstrated in his serv- 
ices—not only to the Colorado State Medical So- 
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Gross Pathology, Diagnosis and Clinical Manage- 
ment of Ovarian Enlargements—John C. Ullery, 
M.D. 

Preventive Surgery—The Calculation of the Risks 
and Gains—Jonathan E. Rhoads, M.D., Panel 
Discussion 


Afternoon 

Regional Anesthesia in Surgical Practice—John 
J. Bonica, M.D. 

Management of Lymph Node Metastases—Grant- 
ley W. Taylor, M.D. 


Evening 
Barbecue—Dance—Entertainment 


Saturday, August 20 

Morning 

Panel Round Table Discussion With Questions 
From Attending Physicians—John W. Cline, M.D., 
San Francisco, Moderator 


The Scientific Exhibit, A.M.A. 
Clinical Meeting, Washington, D. C., 
November 28-December 1. 1960 


Application forms for space in the Scientific 
Exhibit at the Washington, D. C., Clinical Meeting 
of the American Medical Association, November 
28 to December 1, are now available. They may be 
procured by writing directly to Charles H. Bram- 
litt, M.D., Director, Department of Scientific As- 
sembly, American Medical Association, 535 N. 
Dearborn St., Chicago 10, Illinois. Applications 
close on August 1. 

The “Hull” award will be presented for the 
first time at this meeting to the best exhibit on a 
scientific subject which has not been previously 
shown at a medical meeting. The award will con- 
sist of a gold medal and an honorarium of $250. 
The winning exhibit will be approved for showing 
in the Scientific Exhibit at the 1961 Annual Meet- 
ing of the A.M.A. which will be held in New 
York City. 

Dr. Thomas G. Hull will personally present the 
award to the recipient. 


friend of medicine 


ciety but a vast number of medical meetings in 
Colorado and the other Rocky Mountain states. 

His rare qualities of dedication, honesty, and 
warmth of character lifted him above the ordinary 
relationship of a retained associate. He gave of his 
services liberally, but he gave much more than 
that—no request was too simple, nor too large for 
his immediate attention. None of us realizes fully 
how much he did to make our medical meetings 
successful. We shall learn, and we shall miss him. 
He will long be remembered, for many of our lives 
have been enriched for having known and worked 
with him. 


Rocky Mountain MeEpIcaL JOURNAL 


/ 

NEVADA 
a 

4 
| 


= 


when that early Monday morning telephone 
call is from a weekend do-it-yourselfer 


‘“,.and this morning, Doctor, my back 
is so stiff and sore | can hardly move.” 


now...there is a way to prompt, dependable 
relief of back distress 


the pain goes while the muscle relaxes 


for Juty, 1960 


POTENT — rapid relief in acute conditions 
SAFE —for prolonged use in chronic conditions 


notable safety —extremely low toxicity; no known 
contraindications; side effects are rare; 
drowsiness may occur, usually at higher dosages 


rapid action, sustained effect —starts to act 
quickly, relief lasts up to 6 hours 


easy to use —usual adult dosage is one 350 mg. 
tablet 3 times daily and at bedtime 


supplied —as 350 mg., white, coated tablets, 
bottles of 50; also available for pediatric use: 
250 mg., orange capsules, bottles of 50 


® 
Ww) WALLACE LABORATORIES, New Brunswick, New Jersey 


(CARISOPRODOL WALLACE) 
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EDITOR’S NOTE—The author of the following 
letter has understandably requested that, if pub- 
lished, all names, including his own, be deleted. 
Even without the names, we believe it will warm 
many a heart. 


To the Editor: 

Ever so often in the daily course of events one 
encounters an individual conspicuous by his mag- 
nanimity, selflessness, and genuine dedication to 
duty. Unfortunately, such an individual is becom- 
ing a rarity—even among the medical profession. 

Because I have had the privilege of knowing 
such a person for the past 10 years—and because 
he is a member of the medical profession in 
I have been prompted to write 
you concerning his notable attributes. 

My subject is Dr. I have 
known Dr. — for nearly 10 years. 
During that time he has been our family doctor. 
During the time I have been privileged to know 
Dr. , I have been amazed at his 
professional skill and even more awed by his 


genuine devotion to duty and outstanding kindness. 

As far as myself and my family are concerned, 
Dr. is an epitome as a doctor. 
I have a chronic illness for which I need con- 
tinuous treatment and care. In our early years of 
marriage, my wife and I were in reasonably good 
financial condition and were able to pay our 
doctor bills regularly. With the arrival of four 
children, our responsibilities became greater. With 
increased responsibilities came, suddenly and un- 
expectedly, an unusual surge of illness to several 
members of the family. This illness involved great 
expenditures for prescription drugs, the calling in 
of specialists, surgery, and long months of hos- 
pitalization for one or more members of the family. 
We were backed up against the financial wall and 
had serious difficulty paying our bills, medical 
and ctherwise. 

All through this troublous time—a period of 
nearly five years—Dr. stuck 
by our family. Time and time he administered 
valuable care to various members of the family 
when payment for his services was impossible. 
During this period he was more than just a family 
physician. He was a true friend. 

Knowing our financial position, he sternly or- 
dered us not to pay until we could afford to do so. 
Once during this period I tried to pay him some- 
thing for his fine work and, when he found out 
that I had borrowed from a finance company to 


1 small awe every morning 


-way support 
for the 
aging patient... 


ASSISTS PROTEIN UPTAKE 
IMPROVES MENTAL OUTLOOK 
AIDS NUTRITIONAL INTAKE 


Geriatric Vitamins-Minerals-Hormones-d-Amphetamine lederle 


Each capsule contains: Ethiny! Estradiol 0.01 mg. * Meth 
2.5 mg. d-Amphetamine Sulfate 2.5 mg. Vitam 
A (Acetate) 5,000 U.S.P. Units * Vitamin D 500 U.S.P. Units « 


yl as Calcium Ascorbate 50 mg. « Monohydrochioride 
n 


25 mg. Vitamin E (Tocopherol! Acid Succinate) 10 Int. Units 
Rutin 12.5 mg. © Ferrous Fumarate (Elemental iron, 10 mg.) 


Vitamin B,. with AUTRINIC® Intrinsic Factor Concentrate 1/15 30.4 mg. © lodine (as K!) 0.1 mg. © Calcium (as CaHPO,) 35 me. 

U.S.P. Unit (Oral) * Thiamine Mononitrate (B;) 5 mg. © Ribo- © Phosphorus (as CaHPO,) 27 mg. « Fluorine (as CaF.) 0.1 mg. ¢ 

— (B,) 5 mg. * Niacinamide 15 mg. © Pyridoxine HC! (B,) Copper (as CuO) 1 ~, * Potassium (as K,S0,) 5 mg. * Manganese 
i 


5 mg. * Calcium Pantothenate 5 mg. © Folic Acid 0.4 mg. 


. (as MnO,) 1 mg. 


inc (as ZnO) 0.5 mg. * Magnesium (MgO) 


Choline Bitartrate 25 mg. * Inositol 25 mg. * Ascorbic Acid (C) 1 mg. * Boron (as NazB,0;.10H,0) 0.1 mg. Bottles of 100, 1000. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pear! River, New York QD 
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do so, he literally “blew sky high” and tried to 
return the money. Now that we are back on our 
feet a little bit, we are beginning to catch up, 
although we’re still far behind. Although it is 
necessary for me to see him nearly twice a month, 
we never get a bill. 

In addition to his generosity and adherence to 
the Hippocratic oath, Dr. is 
highly dedicated to his profession. He constantly 
keeps up on new developments within the medical 
profession. I happen to know that he loves medi- 
cine, that he is not satisfied to rest on his present 
knowledge but is constantly reading up on his 
field. 

If the medical profession in the United States 
within the next few years is able to stave off the 
great pressure now being exerted for some form 
of socialized medicine, it will owe its success in 
this fight to men like Dr. For 
when men like Dr. look at a 
patient across their desks, they see not just a case 
but a human being, a fellow human being whose 
suffering will be relieved—whose life will be a 
little bit happier—because they have augmented 
their professional skills with a sense of ideals. 

I consider the information I have set down in 
this letter to be confidential and presume that it 
will be treated as such. In no way would I wish 


Dr. to know that it was I that . 


wrote this letter to you. However, I felt that the 


fine work of this man should be called to the 


attention of responsible people within the medical 
profession. 


Sincerely, 


To the Editor: 

In the February 20 issue of the Rocky Mountain 
Medical Journal, R. J. Groeger, M.D., raised va- 
rious objections to direct-mail advertising by 
the pharmaceutical industry. Dr. Groeger asked 
whether this kind of promotion was necessary at 
all, and asked how much money could be saved 
and passed on to the consumer by its elimination. 
As most physicians, he places a great deal of reli- 
ance upon the detail man as a source of product 
information. However, because of the time lapse 
between calls, direct mail and journal advertising 
both help remind the physician about new and 
improved products brought to his attention by the 
detail man. In addition, new and important infor- 
mation about a product often comes to light be- 
tween a salesman’s calls, and direct mail is the 
quickest way to reach the physician. 

The cost of direct mail adds less than one per 
cent to the cost of pharmaceuticals sold by Eli 
Lilly and Company. Discontinuing direct mail 
would effect virtually no savings that could be 
passed on to the consumer. In fact, direct mail is 
one means of advertising that makes lower prices 


PARY iy 
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When too many tasks 
seem to crowd 

the unyielding hours, 

a welcome 

“pause that refreshes” 
with ice-cold Coca-Cola 
often puts things 

into manageable order. 


REG. US. PAT. OFF. 
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A biochemical compound 
used to diminish intestinal 
gas in healthy persons 
and those patients having 
digestive disorders @ 


TO REDUCE INTESTINAL 


BELCHING BLOATING FLATULENCE 


Each Kanulase tablet contains Dorase* 
320 units,combined with pepsin, N.F., 
150 mg.; glutamic acid HCI, 200 mg.; 
pancreatin, N.F.,500mg.;oxbileextract, 
100 mg. Dosage: 1 or 2 tablets at meal- 
time. Supplied: Bottles of 50 tablets. 


SMITH-DORSEY « a division of The Wander Company * Lincoln, Nebraska 


LULASE, EXPRESSED AS DIGESTIVE ACTIVITY UNITS 
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possible. Research has shown that direct mail does 

encourage additional sales and, consequently, it is 

useful in permitting a high volume to establish a AR IFI LAL EYES 

lower unit price. The premise that a high volume Plastic eyes and glass — 

achieves a lower price is the basis of all advertis- eyes special made to ail 

fit the most difficult 

ing programs in the pharmaceutical industry, as cases. An expert 

well as in all American industry, and both have — on Gime ae 

found that direct mail plays a significant role to- ge yon? patients 

ward that end. In the total view, direct mail 

advertising benefits both the industry and con- ness since 1906. 

sumer. Write or phone for full details. 
Whether such advertising is of value, each 

physician must decide for himself. Honesty and DENVER OPTIC COM PANY 

substance of the copy are what he must consider. cae Tetephone MA. 3-5638 

But whatever the quality, it undeniably reflects 


the integrity of the maker. It thus serves as a 
helpful guide in the choice of medicinals. 
Sincerely yours, 
ELI LILLY AND COMPANY, 
Gene E. McCormick 


(FORTIFIED TRIPLE STRENGTH) 
Buffered to control a normal vaginal pH. 


The new, improved P.A.F. formula now in- 
cludes—sodium lauryl sulfate and alkyl aryl 
sulfonate, providing high surface detergent 
activity in acid and alkaline media. 
P.A.F.’s low surface tension increases pene- 
tration into the vaginal rugae and dissolution 
of organisms including trichomonas and 
fungus. 
P.A.F.’‘s high surface activity liquefies viscus 
mucus on vaginal mucosa, releasing accumu- 
lated debris in the vaginal tract. 
Non-irritating, non-staining, no _ offensive 
after-odor. 
G. M. CASE LABORATORIES 
San Diego, California 


Sword 


“‘Now | know why he saves his sleeping pill 
until visiting hour!’ 


SIGN OF QUALITY... 
SIGN OF FLAVOR! 


UNITED ‘‘ALL STAR’ DAIRIES MILK is vacuum filtered for better taste 
| by our exclusive ‘’flavor-guard’’ Process . . . removing all unwanted flavors, 
‘ leaving only the sweet, natural taste of milk—any season, all year ‘round! 


ALL STAR UNITED “ALL STAR” DAIRY Milk is available on home route delivery. 


UNITED “ALL STAR” DAIRY, INC. 


AComa 2-1655 
2401 W. 6th Ave. at Valley Highway 
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When summertime 
chores bring on 


LOW BACK PAIN 


Brand of chlormezanone 


relaxes skeletal 
muscle spasm — 
ends disability. 


wort 


200 mg. (green colored, scored), 
100 mg. (peach colored, scored), bottles of 


Wren any of a host of summer activities brings on low back pain 
associated with skeletal muscle spasm, your patient need not be dis- 
abled or even uncomfortable. The spasm can be relaxed with 
Trancopal, and relief of pain and disability will follow promptly. 

Lichtman’? used Trancopal to treat patients with low back pain, 
stiff neck, bursitis, rheumatoid arthritis, osteoarthritis, trauma, and 
postoperative muscle spasm. He noted that Trancopal produced 
satisfactory relief in 817 of 879 patients (excellent results in 268, 
good in 448 and fair in 101). 

Gruenberg* prescribed Trancopal for 70 patients with low back 
pain and observed that it brought marked improvement to all. “In 
addition to relieving spasm and pain, with subsequent improvement 
in movement and function, Trancopal reduced restlessness and 
irritability in a number of patients.”* In another series, Kearney* 
reported that Trancopal produced relief in 181 of 193 patients 
suffering from low back pain and other forms of musculoskeletal 
spasm. 

Trancopal enables the anxious patient to work or play. According 
to Gruenberg, “In addition to relieving muscle spasm in a variety 
of musculoskeletal and neurologic conditions, Trancopal also exerts 
a marked tranquilizing action in anxiety and tension states.” 
Kearney* found “. . . that Trancopal is the most effective oral skeletal 
muscle relaxant and mild tranquilizer currently available.” 

Side effects are rare and mild. ““Trancopal is exceptionally safe for 
clinical use.”* In the 70 patients with low back pain treated by 
Gruenberg,’ the only side effect noted was mild nausea which oc- 
curred in 2 patients. In Lichtman’s group, “No patient discontinued 
chlormethazanone [Tranccpal] because of intolerance.” 


q 
ev 
ea _ Dosage: Adults, 200 or 100 mg. orally three or four 
Rig fifteen to minutes lasts from four to six 
a _ References: 1. Lichtman, A. L.: Kentucky Acad. Gen. 
"4 pes . J. 428, Oct., 1958. 2. Lichtman, A. L.: Scientific 
Coll. Surgeons, Miami Beach, Fla., 
| 4-7, 1959. 3. Gruenberg, Friedrich: Current Therap. 
ie 2:1, Jan., 1960. 4. Kearney, R. D.: Current Therap. Res. 
New York18,N.Y. | 
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Medical prepayment and our 
social philosophy 


“A curious paradox of some contemporary so- 
cial philosophy is the idea that man should spend 
what he earns for his pleasures rather than for 
what he needs. It is appropriate, so this reasoning 
goes, that he should buy a television set, a vacation 
in Florida or an outboard motor boat, because 
these are cardinal rights. But for something that 
he really needs, such as his life or his health, or 
the life of his child, someone else should pay. This 
may be the government, his employer, his union, 
his great-aunt or anyone else who can be cajoled 
or coerced into paying the price for him. If no one 


else will pay for it, the doctor should serve him 
for nothing.” 

This observation by Dr. C. Marshall Lee, Jr.,* 
raises a question of crucial importance not only 
to the medical economy but to the whole pattern 
of our American society. 

For, as Dr. Lee puts it, the attitude he describes 
“may be acceptable for the child of an indulgent 
parent, but it is not appropriate for a free man 
in a free society.” 

What can the doctor do to counteract this 


*“The Challenge of Medical-Care Insurance,” C. Marshall 
Lee, Jr., M.D., Assistant Medical Director, John Hancock 
Mutual Life Insurance Company, The New England Journal 
of Medicine, 262:7, pp. 332-42, Feb. 18, 1960. 


Denver 7, Colorado 


Colorado Springs, Colorado 


Salt Lake City, Utah 


Picker X-Ray, Rocky Mountain, Inc. 


4925 East 38th Ave.—Tel. DUdley 8-5731 


J. D. Colvin, 1342 Edith Lane. MElrose 5-8768 


R. S. Cook, 479 East 7th South, ELgin 9-9871 


EMERY L. GRAY, 
Vice President 
WM. J. BETTS 

J. K. DUNN 


D. JOHNSON 
T. LARSH 


The Emory John Brady Hospital 


COLORADO SPRINGS, COLORADO 


401 Southgate Road 


E. JAMES BRADY, M.D., Medical Director 


For the care and treatment of Psychiatric disorders. 


Individual and Group Psychotherapy and Somatic Therapies. 


Occupational, diversional and outdoor activities. 
X-ray, Clinical Laboratory and Electroencephalography. 


MElrose 4-8828 


CAMPBELL F. RICE, Superintendent 


Francis A. O’Donnell, M.D. 
Robert W. Davis, M.D. 
Richard L. Conde, M.D. 
Paul A. Draper, M.D. 
Charles W. McClellan, M.D. 
James E. Edwards, M.D. 
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Photos used with patient’s permission. 


How new Dianabol rebuilt muscle tissue 
in this underweight, debilitated patient 


Patient was weak and emaciated before 
Dianabol. R. C., age 51, weighed 160 
pounds following surgery to close a perfo- 
rated duodenal ulcer. His convalescence was 
slow and stormy, complicated by pneumonia 
of both lower lobes. Weak and washed out, 
he was considered a poor risk for further 
necessary surgery (cholecystectomy). 
Because a conventional low-fat diet and 
multiple-vitamin therapy failed to build up 
R. C. sufficiently, his physician prescribed 
Dianabol 5 mg. b.i.d. 


Patient regains strength on Dianabol. In just 
two weeks R. C.’s appetite increased sub- 
stantially; he had gained 9% pounds of 
lean weight. His muscle tone was improved, 
he felt much stronger. After 4 weeks, he 
weighed 176 pounds. Biceps measurement 
increased from 10” to 1112”. For the first 
time since onset of postoperative pneu- 
monia, his chest was clear. Mr. C.’s physi- 
cian reports: “He tolerated cholecystec- 
tomy very well and one week postop felt 
better than he has in the past 2 years.” 
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Dianabol: new, low-cost 
anabolic agent 


By promoting protein anabolism, Dianabol 
builds lean tissue and restores vigor in 
underweight, debilitated, and dispirited 
patients. In patients with osteoporosis 
Dianabol often relieves pain and increases 
mobility. 

As an anabolic agent, Dianabol has 
been proved 10. times as effective as 
methyltestosterone. Yet it has far less 
androgenicity than testosterone propio- 
nate, methyltestosterone, or norethandro- 
lone. 

Because Dianabol is an oral preparation, 
it spares patients the inconvenience and 
discomfort of parenteral drugs. 

And because Dianabol is low in cost, it 
is particularly suitable for the aged or 
chronically ill patient who may require 
long-term anabolic therapy. 


Supplied: Tablets, 5 mg. (pink, scored); 
bottles of 100. 


Complete information sent on request. 


Dianabol 


(methandrostenolone CIBA) 


converts protein to 
working weight in wasting 
or debilitated patients 


A 


SUMMIT. NEW JERSEY 


for Jury, 1960 


philosophy and to forestall the socialization of 
medicine which may be its ultimate product? 

First, the doctor should learn all he can learn 
about our voluntary medical prepayment pro- 
grams. Physicians should recognize that, in Dr. 
Lee’s words, “Far from being the meddlesome 
‘third party’ for which they have an uneasy fear, 
(the prepayment program) stands with them in 
the common effort to preserve a cherished concept 
of freedom.” 

Secondly, the doctor—and only he—can make 
these programs operate to the satisfaction of the 
patient. Only he can see to it that the subscriber 
gets full value for the premium dollar he has 
invested in our voluntary medical care program. 

Finally, the medical profession’s own sponsored 
Blue Shield Plans offer the American doctor an 
opportunity not only to strengthen and confirm 
his patient’s confidence in our traditional way of 
practicing medicine, but also to participate actively 
in guiding the destiny of our medical prepayment 
program in the days ahead. 


Taxpayer's Psalm* 


1. The State is my shepherd; I shall not want. 

2. It maketh me to pay many taxes so it can 
keep me in my old age. 

3. It taketh my earnings; it reacheth into my 
bank account for its solvency’s sake. 

4. Yea, though I struggle with reports unto the 
dead of night, I will not catch up; for they are 
with me always, their penalties discomfort me. 

5. It has obliged me to conduct my business in 
the presence of its agents; it fills my files with 
forms; my funds runneth out. 

6. Surely, its rules and regulations shall follow 
me all the days of my life; and I may dwell in the 
big house of my Uncle forever. 


*Reprinted from the Congressional Record. 


“The tranquilizers have helped me tremendously, 
Doctor! | give them to the children.” 
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THE 


REALMS 
OF THERAPY 


BEST 


ATTAINED 


WITH 


ATARAX 


(brand of hydroxyzine) 


Special Advantages 


iN CHILDREN 


unusually safe; tasty syrup, 
10 mg. tablet 


> co record of effectiveness—over 200 labora- 
tory and clinical papers from 14 countries. 

Widest latitude of safety and flexibility—no serious 
adverse clinical reaction ever documented. 
Chemically distinct among tranquilizers—not a pheno- 
thiazine or a meprobamate. 

Added frontiers of usefulness—antihistaminic; mildly 


antiarrhythmic; does not stimulate gastric secretion. 


Supportive Clinical Observation 


“... Atarax appeared to reduce anxiety 
and restlessness, improve sleep pat- 
terns and make the child more amen- 
able to the development of new pat- 
terns of behavior... .” Freedman, A. 
M.: Pediat. Clin. North America 5:573 
(Aug.) 1958. 


-».and for additional evidence 


Bayart, J.: ~ bel 
10:164, 1956. Ayd, F. J., Jr.: Cal- 
ifornia Med. 87. 75 (Aug.) 1957. 
Nathan, L. A., and Andelman, M. 
M. J. 112:171 (Oct.) 


I 


ERLy 

PATIENTS 


well tolerated by debilitated 
patients 


“seems to be the agent of choice 
in patients suffering from removal dis- 
orientation, confusion, conversion hys- 
teria and other psychoneurotic condi- 
occurring in old age.” Smigel, 
J. 0., et al.: J. Am. Geriatrics Soc. 
7: 61 Qan.) 1959. 


Settel, E.: Am. Pract. & Digest 
Treat. 8:1584 (Oct.) 1957. Negri, 
F.: Minerva med. 48:607 (Feb. 
21) 1957. Shalowitz, M.: Geri- 
atrics 11:312 (July) 1956. 


useful adjunctive therapy for 
asthma and dermatosis; par- 
ticularly effective in urticaria 


“All [asthmatic] patients reported 
greater calmness and were able to 
rest and sleep better...and led a 
more normal life....!In chronic and 
acute urticaria, however, hydroxyzine 
was effective as the sole medica- 
ment.” Santos, |. M., and Unger, L.: 
Presented at 14th Annual Congress, 
American College of Allergists, Atlan- 
tic City, New Jersey, April 23-25, 1958. 


Eisenberg, B. C.: J.A.M.A. 169:14 
(Jan. 3) 1959. R., et al.: 
Presse méd. 64:2239 (Dec, 26) 
1956. H. M., Jr. 
South. M. J. 50:1282 (Oct!) 087, 


7 WN 
HYPEREMOTIVE 
ADULTS 


does not impair mental acuity 


“|. especially well-suited for ambula- 
tory neurotics who must work, drive 
a car, or operate machinery.” Ayd, F. 
J., Jr.: New York J. Med. 57:1742 (May 
15) 1957. 


New York 17, N.Y. 
Division, Chas. Pfizer & Co., Inc. 
Science for the World’s Well-Being 


R. C., J. Florida M. 
. 45:549 (Nov.) 1958. Menger, 


HN 1958. Farah, L.: Inter- 
oe. Rec. Med. 169: 379 (June) 


SUPPLIED: Tablets, 10 mg., 25 
mg., 100 mg.; bottles of 100. 
Syrup (10 mg. per tsp.), pint 
bottles. Parenteral Solution: 25 
mg./cc. in 10 cc. multiple-dose 
vials; 50 mg./cc. in 2 cc. am- 
pules. 
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whenever digitalis 
is indicated 


954, p- 23s 


ras BURROUGHS WELLCOME & CO. (U.S.A.) INC. Tuckahoe, 
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oxygen service 


Trained Technicians 


7 PEarl 3-5521 

350 Broadway—Denver 
4 

4 


Third International Congress 
of Physical Medicine 


The Third International Congress of Physical 
Medicine will be held August 21-26, 1960, inclu- 
sive, at The Mayflower, Washington, D. C. 

The preliminary prospectus covering the inter- 
national conference carries in detail information 
on registration, application to present a paper, a 
scientific exhibit, a scientific film, etc. A copy of 
this preliminary program may be had on request 
by writing: Dorothea C. Augustin, Executive Sec- 
retary, Third International Congress of Physical 
Medicine, 30 N. Michigan Avenue, Chicago 2, 
Illinois. 


Newton Optical 


Company 
GUILD OPTICIANS 


Catering to Medical Profession Patronage 


Phone KEystone 4-8714 
309 16th Street, Denver 


NEW IMPRESSIVE 


Teller Medical Center 


W. 44TH & TELLER 


Now leasing—immediate occupancy 
SUITES INCLUDE: 

@ Scientifically designed 

@ Plumbing 

@ Air conditioning 


FREDERICK R. ROSS INV. CO. 
CH. 4-4461 


@ Partitioning 
@ Excellent parking 
@ Built-ins 


A lightens the load of 
poor nutrition 

A heightens tissue/ 
bone metabolism 


1 small 6 


every morning 


COMPREHENSIVE 
OLD AGE BENEFITS 


A brightens the outlook 


Geriatric Vitamins-Minerals-Hormones-d-Amphetamine Lederle 


Each capsule contains: Ethiny! Estradiol 0.01 mg. Methyl 
Testosterone 2.5 mg. * d-Amphetamine Sulfate 2.5 ct, ¢ Vitamin 
A (Acetate) 5,000 U.S.P. Units * Vitamin D 500 U Units « 
Vitamin B,. with AUTRINIC® Intrinsic Factor Concentrate 1/15 
U.S.P. Unit (Oral) * Thiamine Mononitrate (B,) 5 mg. © Ribo- 
5 mg. ¢ Niacinamide 15 mg. Pyridoxine HCI (B,) 
0.5 mg. © Calcium Pantothenate 5 mg. « Folic Acid 0.4 mg. « 
Choline Bitartrate 25 mg. © Inositol 25 mg. * Ascorbic Acid (C) 
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as Calcium Ascorbate 50 mg. « I-Lysine Monohydrochloride 
25 mg. * Vitamin E (Tocopherol Acid Succinate) 10 Int. Units « 
Rutin 12.5 mg. * Ferrous Fumarate (Elemental iron, 10 mg. 

30.4 mg. « lo ine (as KI) 0.1 mg. © Calcium (as CaHPO,) 35 mg. 
¢ Phosphorus (as CaHPO,) 27 mg. « Fluorine (as CaF,) 0.1 mg. © 
Copper (as CuO) 1 mg. * Potassium (as K,SO,) 5 mg. « Manganese 
(as MnO.) 1 mg. « Zinc (as ZnO) 0.5 mg. * Magnesium (MgO) 
1 mg. ¢ Boron (as Na,B,0,.10H,0) 0.1 mg. Bottles of 100, 1000. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pear! River, New York QD 
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Correction 


We have been notified of an error which ap- 
peared in the “Reminds in Therapeutics” feature, 
“Management of auricular fibrillation with digi- 
talis and quinidine,” carried in the February, 1960, 
issue of the Rocky Mountain Medical Journal. In 
the first paragraph, item No. 5 reads, “Quinidine 
and digitalis, particularly the latter, should be 
given according to the patient’s individual needs 
and clinical reactions.” It should have read, “Quini- 


Western Cardiac Conference 


The Western Cardiac Conference of the Colo- 
rado Heart Association will be in Denver, August 
16-20, at Veterans Administration Hospital and 
Phipps Auditorium. The conference is approved 
for 28 hours of A.A.G.P. Category I credit. 

A variety of papers on cardiovascular renal 
diseases will be presented by eight outstanding 
physicians. Registration fee for Colorado physi- 
cians is $10. Out-of-state doctors will be charged 


dine and digitalis, particularly the former .. .” $30. 


CAMBY Camby says: “CAMBRIDGE DAIRY HAS BEEN PRODUCING 
QUALITY MILK FOR DENVER BABIES SINCE 1892” 


- We Invite Your Inspection and Appreciate Your Recommendation 


SKyline 6-3651 
690 So. Colorado Blvd. 


in the Rocky Mountain region it's Buckley Bros. motors for 


MERCEDES 
BEN Z 


classic sedans or lively sports models . . . 
you can see them and drive them at our 
show rooms. 


EUROPE BOUND? 


We can arrange delivery of your Mercedes- 
Benz in any European city. 
Port of Entry prices from $2,084 


AUTHORIZED SALES & SERVICE FOR STUDEBAKER—MERCEDES-BENZ 


BUCKLEY BROS. motors 


660 South Broadway 


Denver, Colorado RAce 2-2826 
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AS YOU LIKE IT... 


A medical potpourri 


Compiled by Andrew M. Babey, M.D., Las Cruces, New Mexico 


1. “Dripps, in a concise review of these problems, 
quotes the British Consulting Pathologist Com- 
mittee as follows, ‘It appears unjustifiable to place 
any patient at a risk for one pint of blood.’ In 
one large medical center 45 per cent of the pa- 
tients transfused received but a single unit. The 
misuse of blood has promulgated the philosophy 
among several authorities that a single physician 
in charge of the blood bank should have authority 
to disapprove individual transfusion requests.” 
Finch, Stuart C.: Special Therapeutics (Trans- 
fusions). Ibid., p. 307. 


2.“Downs states that ‘circulatory overloading is 
now probably the most common cause of death 
from transfusions when proper methods are em- 
ployed to prevent incompatibilities.’” Ibid. 


3. “Depending on the medium used, the growth 
of typical tubercle bacilli required from four to 12 
weeks. In usual circumstances a few true tubercle 
bacilli, particularly those obtained from patients 
after prolonged chemotherapy, may require up to 
15 to 25 weeks for growth.” Mitchell, R. S., and 
Bower, P. C.: Diseases of the Respiratory System, 
ibid., p. 359. 


4. “Patients with leaking abdominal aortic aneu- 
rysms may appear to be stabilized an hour or two 
after the initial bleeding episode and seem more 
comfortable, as in the present case. These are 
treacherous lesions, however, and one must pro- 
ceed posthaste to repair them surgically. We have 
been falsely reassured in the past by the apparent 
improvement of a patient who has had what 
seemed to be a ‘little leak,’ booked an operation 
on the regular list for the following day and seen 
death result from a massive bleeding episode in 
the middle of the night. Dissecting aneurysms 
behave similarly, and it behooves us to try to 
make the diagnosis as early as possible and to 
operate before the patient is in desperate straits 
with hemorrhagic shock or pericardial tampo- 
nade.” Shaw, Robert S.: Discussion in Case No. 
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45321, Case Records of the Massachusetts General 
Hospital, New England J. Med. 261:294 (Aug. 6), 
1959. 


5. “It is puzzling that in people with chronic pul- 
monary disease the hematocrit almost always re- 
mains below about 60 per cent, whereas in people 
with polycythemia vera or with congenital heart 
disease it may rise to 75 per cent.” Freymann, J. G.: 
Discussion in Case 45311, Case Records of the 


. Massachusetts General Hospital, New England J. 


Med. 261:242 (July 30), 1959. 


6. “It is a man’s duty to provide moderately for 
his family, but anything beyond this may be a 
detriment to his descendants.” Mayo, C. H., and 
Mayo, W. J.: Aphorisms, edited by F. A. Willius, 
Springfield, Charles C. Thomas, 1951. 


7.“In patients complaining of weakness which is 
not readily explained, think of adrenal insuffi- 
ciency, chronic brucellosis, myasthenia gravis, hy- 
perparathyroidism, and hyperthyroidism.” Thorn, 
George W.: Second Annual Shannon Lectureship 
in Medicine, delivered in San Angelo, Texas, Oc- 
tober 18, 1958. 


8.“‘When weakness is associated with no weight 
loss, you can rule out Addison’s disease.” Ibid. 


9. “In patients with polydipsia and polyuria, think 
not only of diabetes but renal disease, hyperaldo- 
steronism, Vitamin D intoxication and severe po- 
tassium depletion.” Ibid. 


10. “Every patient with hypertension should be 
thought of as a possible Cushing’s disease, hyper- 
aldosteronism or pheochromocytoma.” Ibid. 


11. “Always think of Cushing’s disease in a patient 
with spontaneous ecchymoses. Such patients are 
very susceptible to bruising and subcutaneous 
bleeding.” Ibid. 
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; The choice of confidence... 


diagnostic x-ray equipment 
planned for private practice! 


Few who purchase x-ray equipment have 
time to thoroughly test the quality of mate- 
rials, workmanship and technical perform- 
ance offered by all the makes of x-ray units. 
And happily this is not necessary. 
he manufacturer’s reputation is worth 
more than anything else to you in choosing 
x-ray equipment, one of the most complex 
professional investments you will ever face. 
General Electric has created “just what 
the doctor ordered” in the 200-ma Patrician, 
in terms of both reasonable cost and operat- 
ing qualities. Here diagnostic x-ray is ideally 


DIRECT FACTORY BRANCHES 
BUTTE 
103 N. Wyoming St. «+ Phone 2-5871 
DALLAS 
1616 Oak Lawn Avenue 
Riverside 1-1568-1569-1560 
DENVER 
3031 E. 40th Ave. » DUdley 8-4088 
SALT LAKE CITY 
215 S. 4th, E. » EMpire 3-2701 


tailored to private practice. Patrician pro- 
vides everything you need for radiography 
and fluoroscopy — and with consistent end 
results, since precise radiographic calibration 
is as much a part of the Patrician combina- 
tion as it is of our most elaborate installa- 
tions. For complete details contact your G-E 
x-ray representative listed below. 


Progress /s Our Most Important Product 
GENERAL @@ ELECTRIC 


RESIDENT REPRESENTATIVES 
ALBUQUERQUE 
Cc. C. CARTER, 708 California St., S.E. + Phone 3-3535 
BILLINGS 
M. E. BALE, 2725 Miles Ave. » ALpine 9-9660 
COLORADO SPRINGS 
I. S. PRICE, 907 Skyway Blvd. « MElrose 2-0060 
EL PASO 
T. B. MOORE, 8303 Magnetic Street + SKyline 5-4474 
MISSOULA 
J. W. TREDIK, 2404 Skyline Dr. + Phone 9-0°55 
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Beating 
too fast? 
Slow it 
down with 

SERP ASIL Serpasil has proved effective as a heart-slowing agent in the 


(reserpine cisa) following conditions: mitral disease; myocardial infarction; 


cardiac arrhythmias; neurocirculatory asthenia; thyroid toxicosis; excitement and effort 
syndromes; cardiac neurosis; congestive failure. Serpasil should be used with caution in 


| patients receiving digitalis and quinidine. It is not indicated in cases of aortic insufficiency. 
SUPPLIED: Tablets, 0.1 mg., 0.25 mg. (scored) and 1 mg. (scored). Complete information available on request. 


2/ 28199 SUMMIT-NEW JERSEY 
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New books received 


New books received are acknowledged in this 
section. From these, selections will be made for 
reviews in the interests of the readers. Books here 
listed will be available for lending from the Denver 
Medical Library soon after publication. 


Current Therapy-—1960: Edited by Howard F. Conn, M.D. 
Phliadelphia, W. B. Saunders Co., 1960. 808 p. Price: $12.00. 
Christopher’s Textbook of Surgery: Edited by Loyal Davis, 
M.D. 7th edition. Philadelphia, W. B. Saunders Co., 1960. 1551 
p. Price: $17.00. 

The Older Patient: By twenty-one authors: Edited by Wingate 
M. Johnson, M.D. New York, Paul B. Hoeber, Inc., 1960. 539 p. 
Price: $14.50. 

Clinical Obstetrics and Gynecology, Vol. 2, No. 4, December 
1959. New York, Paul B. Hoeber, Inc., 1959. Price: $18.00 per 
year. 

New and Nonofficial Drugs: By American Medical Association, 
Council on Drugs. Philadelphia, J. B. Lippincott Co., 1960. 
464 p. 

Basic Office Dermatology: By Stuart Maddin, M.D., J. L. 
Danto, M.D., and W. D. Stewart, M.D. Springfield, C. C. 
Thomas Co., 1960. 308 p. Price: $11.75. 

Your Heart; A Handbook for Laymen: By H. M. Marvin, M.D. 
Garden City, Doubleday & Co., 1960. 335 p. Price: $4.50. 

Drugs of Choice, 1960-1961: Edited by Walter Modell, M.D. 
St. Louis, C. V. Mosby, 1960. 958 p. Price: $13.50. 

Smoking and Health: By Alton Ochsner, M.D. New York, 
Julian Messner, Inc., 1959. 108 p. Price: $3.00. 

Anatomy; a Regional Study of Human Structure: By Ernest 
Gardner, M.D., D. J. Gray, Ph.D., and Ronan O’Rahilly, M.D. 
Philadelphia, W. B. Saunders Co., 1960. 999 p. Price: $15.00. 
Clinical Obstetrics and Gynecology, Vol. 3, No. 1, March 1960. 
New York, Paul B. Hoeber, Inc. Price: $18.00 per year. 


Book reviews 


Hope Deferred: By Jeanette Seletz. N. Y., Vantage Press, 
1943, 1959. 546 p. Price: $4.50. 

In 1924, there appeared a book entitled “Arrow- 
smith” by one Sinclair Lewis, Nobel Laureate. 
This work became a prototype for the modern 
medical novel, supplying ingredients which the 
public has come to expect. The hero is either to- 


tally indigent or a millionaire playboy, struggles 
valiantly through the maelstrom of medical school, 
only subsequently to pit his altruism against the 
prejudices and follies of atavistic professional col- 
leagues. This dish never lacks corn. Lloyd C. 
Douglas’s “The Magnificent Obsession” added 
tears, and Morton Thompson’s “Not as a Stranger” 
a dash of spice. Frank Slaughter’s steady stream 
of pulp literature is characterized mainly by sev- 
eral dashes of the latter. A refreshing change was 
briefly provided by Andre Soubiran’s three-tome 
novel “Men in White” and Gerald Green’s “The 
Last Angry Man,” in which sociologic and eco- 
nomic problems confronting physicians were por- 
trayed. 

One of the latest additions to this series of 
medical novels is “Hope Deferred” by Jeanette 
Seletz. It is difficult at times to delineate which 
age group this book is intended for. True to form, 
the hero is impoverished, either initially or even- 
tually, of hard currency, parents, friends, and a 
wife as he meanders through medical college, in- 
ternship and a residency, most of the time in an 
inexplicable daze. The sole driving interest in his 
rather banal life is Neurosurgery (with a capital 
N), always a mystical subject to a readily impres- 
sionable citizenry. The negative features of the 
book unfortunately far outweigh its principal posi- 
tive asset, namely, the evident sincerity of style 
and narration. The bulk, contrariwise, is marred 
by a jejune story, with sterile character studies 
and a predictable plot. It is unlikely the book will 
appeal even to Hollywood in its present form 
unless Sal Mineo or Fabian be called on to portray 
the lymphatic young Dr. Jone Brent. 

Physicians have long been aware that the most 
fascinating tales in medicine can be culled from 
the biographies of eminent physicians. The suc- 
cessful appearance in recent years of semi-fiction- 
alized versions of the lives of Ignaz Semmelweis 
and John Hunter, and accounts by Jurgen Thor- 
wald of surgical progress during the 19th century 
attest to this fact. Might not Miss Seletz direct her 
writing talents to far better advantage with models 
such as, say, Paré, Vesalius or Laennec? 


David C. Schechter, M.D. 


OCA CUSHMAN wing newly opened 
with improved facilities to 
serve your patients 


THE CHILDREN’S HOSPITAL ASSOCIATION 
OF DENVER 


NON-SECT ARIAN—NON-PROFIT 


APPROVED BY THE JOINT COMMISSION ON ACCREDITATION OF HOSPITALS 


Providing medicinal and surgical aid 
to sick and crippled children of 
the Rocky Mountain Region 
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Principles of Disability Evaluation: By Wilmer Cauthorn 
Smith, M.D. Philadelphia, J. B. Lippincott Co., 1959. 210 p. 
Price: $7.00. 


Every physician engaged in rating disabilities, 
or testifying in court regarding relationship of 
injury to a medical condition, will want to read 
this short treatise. The author demonstrates his 
long experience with the subject. He served as a 
member of the Oregon State Industrial Accident 
Commission for many years. 

The first introductory section consists of spe- 
cific remarks on medical testimony, reports, and 
such a pertinent subject as excessive time loss. 
Helpful suggestions are given in order to make 
an objective evaluation in the presence of a multi- 
tude of subjective complaints. 

The third section on Relationship is excellent. 
The relationship of injury and disability due to 
direct and indirect causes is discussed thoroughly 
and logically. One can recommend this section 
highly. 

The fourth and last section on Disability Evalu- 
ation has less to recommend it. Granted that this 
is a difficult subject, this reviewer found that the 
author does not clarify the situation. Fortunately, 
there are available more extensive texts on the 
disability evaluation such as that of McBride 
(1953). Surprisingly, he includes no bibliography 
or references. New work is being done by such 


men as Mr. Bert Hanman in Massachusetts, on’ 


the positive approach to ability evaluation, using 
physical ability profiles. Workmen’s Compensation 
legislation was passed for the benefit of the in- 
jured worker, on the basis of his resulting loss 
of ability to work. It seems logical to scientifically 
evaluate this ability for work by the best means 
at hand, instead of the traditional disability rating. 


John D. Leidholt, M.D. 


Diseases of the Nose, Throat and Ear: Edited by Chevalier 
Jackson, M.D., and Chevalier L. Jackson, M.D., with the 
collaboration of 61 outstanding authorities. 2nd edition. Phila- 
delphia, W. B. Saunders Co., 1959. 886 p. Price: $20.00. 


As in the first edition of this very useful book, 
the broad aspects of otolaryngology are presented 
and brought up to date. It best fulfills its aim as 
a ready and ample reference text for daily use 
by practitioners. Some texts now recommended for 
medical students suffer by comparison in this re- 
spect. Specialists also can find in it ready guidance 
and a wealth of encompassing information consid- 
ering that 61 authorities contributed in fields of 
their special interests. The reader will find that 
after a lapse of 14 years since the first edition, 
many sections have been rewritten as well as new 
articles by new authors added to keep pace with 
the great progress in this field. Diseases of the 
oral cavity and salivary glands, traumatic and 
maxillo-facial surgery, corrective and nasal plastic 
surgery, as well as other related aspects of head 
and neck surgery have been given due prominence. 
Laryngology and bronchoesophagology have been 
excellently presented and brought up to date by 
the editors in their usual comprehensive manner. 
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The fast-moving advances in otology have, in 
general, been modernized, although the most re- 
cent tympanoplastic and reconstructive measures 
presently being done to preserve and improve 
hearing in ears that have been damaged by chronic 
middle ear and mastoid diseases have escaped the 
attention they deserve. All in all, the volume is 
well rounded, highly authoritative, profusely illus- 
trated and competently edited. 

Herman J. Laff, M.D. 
Mazer and Israel’s Diagnosis and Treatment of Menstrual Dis- 


orders and Sterility: Edited by S. Leon Israel, M.D. 4th edition. 
New York, Paul B. Hoeber, Inc., 1959. 666 p. Price: $15.00. 


This, the fourth edition of a standard and popu- 
lar text on menstrual disorders and sterility, has 
been completely rewritten, and represents the 
work of Dr. Israel alone. There have been many 
advances in the understanding and treatment of 
these conditions, and this revision brings the book 
very much up to date. 

Perhaps the most outstanding feature is the 
practicality of its contents. Too often, exhaustive 
and authoritative works such as this are ful! of 
theory and generalities as to treatment. Here is a 
book that in lucid style gives you what is known 
about the condition, explicit directions for diag- 
nosis, what can be done about treating it, with 
exact dosage of drugs, and what to expect in the 
way of results. What more can a general practi- 
tioner or a specialist ask? 

Maxwell A. Abelman, M.D. 


Don’t miss 
important telephone calls . . . 


Let us act as your secretary while you are away, day or 
night; our kindly voice conscientiously tends your tele- 
phone business, accurately reports to you when you return 


TELEPHONE 


SERVICE 
Call ALpine 5-1414 


our pledge to you... 


the QUICKEST 
and BEST possible 
SERVICE 


PUBLIC SERVICE COMPANY 
OF COLORADO 
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STERILE OPHTHALMIC SOLUTION 
ba: 


= 
PREDNISOLONE 21-PHOSPHATE-NEOMYCIN SULFATE 


2,000 TIMES MORE SOLUBLE THAN PREDNISOLONE OR HYDROCORTISONE 


“The solution of prednisolone has the | 1. Lippmann, O.: Arch. Ophth. 57:339, March 1957. 
advantage over the suspension in that no | 2. Gordon, D.M.: Am. J. Ophth. 46:740, November 1958. 
| supplied: 0.5% Sterile Ophthalmic Solution NEO- 
crystalline residue is left in the patient s HYDELTRASOL (with neomycin sulfate) and 0.5% Sterile 

cul-de-sac or in hislashes.... The other | Ophthalmic Solution HYDELTRASOL®. In 5cc. and 2.5 ce 
advantage is that the patient does nothaveto | 0.25% 
. intment -HYDELTRASOL (with neomycin sulfate) 
Shake the drops and is therefore sure of and 0.25% Ophthalmic Ointment HYDELTRASOL. 
receiving a consistent dosage in each |  in3.5Gm. tubes. 


HYDELTRASOL and NEO-HYDELTRASOL are trademarks of Merck & Co., Inc. 


ma V5) MERCK SHARP & DOHME Division of Merck & Co., INnc., Philadelphia 1, Pa. 


Rocky Mountain MEpIcAL JOURNAL 


4 
i” 
| | 
_ no Irritating crystals - uniform concentration in each drop Pe 
ch 
| 


ale 


When pollens harry the wn\ 


antihistaminic-antispasmodic 


sites prompt, comprehensive 


In a fever, BENADRYL provides 


dual control of allergic symptoms. Nasal 


lacrimation, sneezing, and related hista 


tions are effectively relieved by the anti 


action of BENADRYL. At the same tin 


spasmodic effect alleviates bronchial 


intestinal spasms. This duality of 


BENADRYL valuable throughout a wid 


allergic disorders. 


BENADRYL Hydrochloride (diphenhydramin 
Parke-Davis) is available in a variety of for 
seals,” 50 mg. each; Kapseals, 5 

95 Capsules, 95 me, eac h: Elixir, 101 
delayed action, Emplets,® 50 me. each. For 
BENADRYI Hydrochloride Steri-Vials 10 n 


poules, 50 mg. per ce, 
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